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Abstract
The Portfolio consists of an accumulation of work spanning the three years of training 
on the Practitioner Doctorate course in Psychotherapeutic and Counselling 
Psychology at the University of Surrey. The Portfolio consists of three dossiers which 
pertain to academic, therapeutic practice and research work and as such, showcase my 
range of competencies and abilities developed throughout the training. The three 
essays within the Academic Dossier, aim to demonstrate my psychological 
understanding of child psychodynamic therapy, cognitive-behavioural therapy and 
models of human distress. The Therapeutic Practice Dossier focuses on my clinical 
experience and provides a description of my three clinical placements and 
consequently, outlines the range of therapeutic skills and experiences gained in each. 
My Final Clinical Paper demonstrates how I have made sense of theory in my 
professional and personal development over the three years. Finally, the Research 
Dossier is comprised of a literature review and two qualitative research reports, that 
all contributed to a progressive research process. The work represents three different 
types of methodological enquiry starting with a literature review in the first year, 
moving onto interpretative phenomenological analysis of interview data in the second 
year and finally, a grounded theory analysis of bisexual individuals’ experience of 
intimate partner abuse.
Introduction to the Portfolio
The Portfolio consists of a selection of papers and research reports that were written 
during the course of my training. The work is divided into three different dossiers: 
Academic, Therapeutic Practice and Research. The papers and research reports 
presented in the Portfolio, illustrate how my clinical and academic development has 
been informed by my training experience. Through reading this introduction, I would 
like to provide the reader with some insight into how I have engaged with theory, 
practice and research. In particular, I wish to highlight particular theoretical and 
research interests I have developed, and to provide a rationale for the choices I have 
made about the topics I have chosen to explore.
From my training, one of the most transformative experiences I have had (and 
something I initially struggled with, due to its absence in my earlier learning 
environments), comes from Counselling Psychology's emphasis on the use of self and 
the importance of self-reflection to guide and inform practice and professional 
development. Through the course of my training I have learnt that, both personally 
and professionally, the present can only be understood in relation to the past. 
Consequently, experiences and relations I have had throughout my life, not only need 
to be considered when I work therapeutically with others but, have also played a role 
in the topics I have chosen to explore in my academic and research work. To 
understand myself as a scientist-practitioner in the here-and-now, I will attempt to 
share with the reader how I have come to develop the values, beliefs and positions I 
bring and, how these have informed my decisions, work and development over the 
three years.
The long and winding road...
I grew up in a single-parent family at a time when this was considered atypical. For 
many years, I was the only girl in her class who had one parent. Although this was not
something that was used against me by peers, I always carried with me an entrenched 
sense of being 'different'. During my childhood, my mother worked long hours so I 
was brought up by a patriarchal, colonial grandmother. My grandmother carried with 
her a heavy sense of shame as she was an orphaned child because her parents were 
from differing ethnic and social backgrounds. She defended against her shame by 
employing a reaction formation defence; she was superior to those less fortunate than 
herself. Through my training, I have learnt to recognise within myself my reaction to 
this developmental environment. I have an alliance with feminist theory and find a 
deep sense of meaning from working with client groups who have experienced social 
injustice and that have been marginalised due to their having been identified as 
'different' by society.
Considering my own relationship to help, the stories that were constructed about help- 
seeking and help-giving within my developmental environment, taught me that others 
could not help me as they themselves were perhaps too fragile or preoccupied; I had 
to be self-reliant. In particular, I can recall frequent occasions from my early 
childhood when I would go to my mother for help when I was distressed about 
something. I internalised her response of “sort it out yourself’. I learnt that emotional 
expression was not permitted in children, if it presented it was shut down quickly. On 
the surface, these experiences shaped a person who appeared to be very confident, 
capable, and independent. Underneath this veneer, was someone who had very little 
ability to express herself emotionally and struggled to admit her vulnerabilities. I 
believe that it was this early context that laid the foundations for my eventual career 
choice: I had a thirst for emotional engagement but a defence against my own 
emotional expression.
A large part of my development over my three years of training has been related to 
permitting, accepting and learning how to connect to my own emotions. I have had to 
work against my fears of becoming emotionally overwhelmed and have come to 
recognise how much strength and courage this takes (which is an opposing view to 
that which I was taught). I now try to do that which I ask of others; ask for and be
accepting of help and support. I still struggle (but less so) with this as for many years, 
I have repeated my family's relational story. I do not believe that I have completely 
overcome my difficulties with help seeking but instead, I have come to acknowledge 
that this is something I will continue to work on, for the foreseeable future.
Due to the absence of emotional space within my developmental environment, I spent 
many years intellectualising my own emotional and internal experiences. During my 
adolescence, I became aware that I was able to share this skill with peers when they 
were distressed. I was often told that I was a good listener. Combined with my 
enjoyment of trying to make sense of peoples behaviour, I decided to read Psychology 
as an undergraduate. Despite my initial excitement about the course, my 
undergraduate experience was disappointing. There was no provision of therapeutic 
theory or practice, and I found the majority of lectures uninspiring. I graduated with 
no idea about what career I wanted to pursue.
In the pursuit of something different
In the absence of career direction and inspiration, I decided to travel the world for a 
couple of years. From this experience, my love of cultural psychology blossomed as 
the diversity of the human experience captivated me. More than the sites themselves, 
my fondest memories recall scenes where I am trying to engage with locals from a 
large variety of cultures, where I attempt to make sense of their practices, beliefs and 
lifestyles. I learnt how, despite my best efforts, my lack of insight into another culture 
could at times led me to get things horribly wrong. Engaging myself with this process 
of welcoming in other ways of being, I found that the beliefs I held were challenged 
and, often altered. With the excitement I experienced in the presence and exploration 
of others, I returned home with a renewed interest in a career that would facilitate my 
exploration of the human experience.
Upon returning home, I spent approximately six months employed as a support 
worker for adults with learning disabilities. This was the first post I had where I
worked with vulnerable, marginalised members of society. For the first time, I came 
to recognise that the positions these clients had been placed into by society, 
significantly disempowered them. Having grown up within a patriarchal model where 
there was a heavy emphasis on power and prestige, I came to recognise an internal 
discrepancy; within the workplace, I was very much at the bottom of a hierarchical 
system despite possessing intimate knowledge about my clients hopes, realities and 
fears. This awareness motivated me to try and change my position from a support 
worker, to one where I may one day have the ability to inform change and advocate 
on behalf of my clients. To help achieve this, I decided to return to further academic 
study.
Choosing the yellow brick road
I studied for an MSc in Psychological Research Methods, as I wanted to develop these 
skills to be better suited for assistant and/or research posts upon qualification. During 
this year (and to my delight), I developed a real passion for conducting research. In 
particular, I used my experience of feeling disempowered as a support worker to 
develop a research project that won a small NHS R&D grant as it was aimed at 
service development for adults with learning disabilities. The application of my 
findings to inform change felt incredibly rewarding and continues to be a key 
motivator for my research (as is apparent with my chosen doctorate research topic).
Around the same time as my Master’s, I decided to volunteer as a telephone 
counsellor for ChildLine. For the first time, I was facing the challenge of providing 
1:1 therapeutic support (and initially, I was terrified). The training was based within 
the person-centred approach and I was supervised by counsellors. Working in this way 
provided me with some insight into how simply “being” and connecting with another 
can prove incredibly therapeutic. I began to recognise and make theory-practice links, 
in sometimes highly emotive situations. My confidence grew as my therapeutic skills 
developed and, whilst aware of my limitations, my self-reflection allowed me to 
realise how meaningful I found the work. This voluntary experience was fundamental
for my decision to pursue a career where I would work therapeutically with others.
Building upon this, I worked as a Graduate Mental Health Worker based within 
primary care. I was required to work predominantly within a CBT model and soon 
learnt the realities of working within the NHS, its benefits and, limitations. Working 
within this context, I began to align myself with a postmodernist stance towards the 
medical model. Tensions began to develop within me as a practitioner as, although I 
had enjoyed working within a CBT approach and had observed positive outcomes for 
many clients, the focus on diagnosis and 'treatment' did not feel congruent. I was 
unable to see a person's distress as evidence of pathology. Instead, I viewed a person's 
subjective experience of distress as the way in which they had learnt to cope with 
ordinary human experiences. The post required that I worked with clients from 
deprived areas and as a result of this, I leamt that it was imperative to formulate the 
difficulties of my clients within social, political and cultural contexts.
I enrolled onto a counselling course to develop my skills within a humanistic 
approach in an attempt to manage the professional tensions I experienced within the 
workplace. From this, I began to develop a familiarity to an approach that fitted more 
closely with my own philosophies. I quickly noticed how I felt 'at home' with the 
following humanistic values: therapy is dependent upon a capacity for being-in- 
relation with another and seeing them for who they are; the client is positioned as an 
active self-healer with an emphasis on what a person is capable of becoming, not on 
their symptomatology; and that there is a commitment to a non-hierarchical 
therapeutic relationship. In particular, I strongly identified with the prioritisation of a 
person's subjective experience as this felt congruent with my own developing 
epistemology for both practice and research. To this day, it is the meaning of the 
subjective experience of the other that I find myself most naturally drawn towards.
In line with Government directives, the primary care service I worked in began its 
transition towards an lAPT service. This evoked a lot of uncertainty within the team 
and I was influenced by the group's fear and belief that all we would be asked to
provide would be CBT. Considering my next step, I reflected upon my clinical 
experience as one in which I had witnessed an incredible diversity in the subjeetive 
realities and truths of human distress. Consequently, I thought that having access to a 
range of approaches, models and theories, I would be better positioned to formulate in 
a way that accounted for and recognised this diversity. This lead to me making the 
decision that I wanted to train as a pluralistic practitioner.
Drawing upon my experiences and, developing awareness, of my own 
epistemological stance and values as a scientist-practitioner and reflective- 
practitioner, I finally came to recognise that counselling psychology training was the 
correct career path for me. Throughout the last three years, I have developed my 
psychological knowledge and an awareness of my limitations. The very fears that 
moved me away from working within lAPT, are now negligible as through my 
development as a practitioner, I have leamt to hold theories lightly. Instead, I tmst in 
the quality of the therapeutic relationship, and an understanding of its process, as it is 
through this, that tme change occurs.
Academic Dossier
The essays provided in the Academic Dossier were written in the second and third 
year of my training. The essays highlight my theoretical and clinical interests at the 
time of writing. They were used to develop my knowledge and understanding of 
subject matters that I was struggling to comprehend at the time. I have chosen to have 
placements across the lifespan as I wanted to develop my clinical skills for a broad 
client base. To accommodate this, I was required to conduct a lot of additional work to 
inform my practice as the theoretical teachings during training were orientated 
towards working age adults. The writing of these essays provided me with the time, 
space, and opportunity, to do just that.
The first essay was written towards the beginning of my second year. I can recall 
finding psychoanalytic theory dense and feeling overwhelmed by how much theory
we had to cover. To apply theory to my practice I needed to comprehend it, which 
prior to the essay, I was unable able to do. My supervisor on placement had very little 
experience with psychodynamic theory and practice and her inexperience left me 
feeling uncontained, unsupported and unattached. Without a strong supervisory 
relationship and, struggling with my own anxieties about the application of 
psychodynamic theory for children, I felt unable to make sense of the emotional 
distress of my clients. This essay increased my understanding and sense of confidence 
about the work. I also became aware of the need to enhance my support system whilst 
on this placement to help me contain my own anxieties, so, I increased my personal 
therapy from hi to weekly sessions.
The second essay was written at the beginning of my third year. Although comfortable 
in the theory and practice of CBT, I had no idea how to work within this model with 
older adults. In addition to this, many of my clients found second wave CBT to be of 
limited use and seemed to find third wave CBT more accessible and applicable. 
Writing the essay enabled me to acknowledge some of the biases I held towards this 
client group and rather than shame me, ensured that I acknowledged and addressed 
these to enhance my clinical practice. Previously, I had found third wave literature 
and theory to be rather impenetrable. Writing the essay, forced me to grapple with its 
content and, taught me how to integrate second and third wave therapies.
The third essay was also written in my third year. At the time of writing, I was 
working with a client who would constantly ‘attack’ me through the use of the 
countertransferential relationship. Initially, I dreaded the sessions as I was often left 
acutely wounded, feeling de-skilled and experienced a great sense of pressure to 
prove myself. I explored my experience with my supervisor but she acknowledged 
that she had very little experience on how to work with such a client. In an attempt to 
survive the clinical experience of working with this client, I informed my practice by 
integrating two approaches (psychodynamic and schema) to make sense of this 
client's distress. Not only did I enhance my resilience to the relational attacks but, I 
became aware of the client’s core distress so was able to enliance my ability to be
congruent and empathie during sessions.
Therapeutic Practice Dossier
The Therapeutic Practice Dossier includes brief summaries of the three distinct 
clinical placements I had over the three years. Each summary includes information 
about: the type and duration of the placement; each placement’s therapeutic 
orientation; the range of client groups I worked with; and an overview of the 
observational and professional activities I engaged with. The dossier also includes my 
Final Clinical Paper, which draws upon both professional and personal developments 
I have made, throughout the duration of my training, and how, I have learned to 
integrate the two to inform my practice.
Research Dossier
The last section in the Portfolio is the Research Dossier. The underlying theme of the 
research literature and two research reports is intimate partner violence within sexual 
minorities. Clinically, I have always found myself drawn to working with clients who 
have experienced domestic violence. This is largely due to the complex difficulties 
they present with. Personally, I had ended an abusive relationship just after starting 
the course. This experience also enhanced my desire to think about the dynamics of 
abuse and how they can occur within intimate relationships. Endorsing counselling 
psychology’s stance towards diversity and the professions ability to recognise the 
impact of the socio-political context on clients, I decided that even though I myself 
am heterosexual, the lack of information available about sexual minority partner 
violence warranted further investigation.
Through examining and consolidating the current empirical work within the UK, the 
literature review summarises and critiques work that has investigated lesbian, gay, 
bisexual and transgender (LGBT) intimate partner violence (IPV). The review also 
includes a brief historical overview of the models of domestic violence and the
emerging adaptations being made for application to sexual minority groups. Much of 
the research and empirical work found was descriptive, and produced at a local level. 
Whilst useful for identifying that the phenomenon was present, the richness of 
research into people’s phenomenological experience was lacking. The literature 
review provided insight into many under researched areas that I used to inform my 
future work.
For my first research report, I used interpretative phenomenological analysis to 
explore six therapists experienee of working with LGBT clients who had experienced 
IPV. Three major themes emerged which focused on restrictions and limitations; how 
IPV is part of an opaque client picture; and the clients’ experience of IPV. As a 
researcher, I can recall how privileged I felt to be given access to clinicians practice 
and was mindful of how vulnerable this can make a clinician feel, especially due to 
the political nature of the topic being researched. Although I found the use of the 
methodological approach to be time-consuming and labour-intensive, I found the 
analysis to be an intriguing and absorbing endeavour which not only made me aware 
of the research process but left me better prepared for my third year project.
Over the previous two years, my research had identified how, in its absence, the 
bisexual experience of partner abuse had been largely ignored. I approached my third 
year project with a sense of trepidation as I was aware of the sensitivity the work 
would require. Using a grounded theory approach, eight participants were recruited 
and provided taped data from semi-structured qualitative interviews. These were 
transcribed verbatim and were analysed using grounded theory methodology. A 
theoretical understanding of the bisexual experience of intimate partner abuse was 
developed. The basic psychological process of 'adjusting for consonance' described 
the dynamic process of the categories 'getting lost in the relationship' and 'lifting the 
veil'. The experience made me substantially more aware of the double minority stress 
this client group experience as a sileneed sexuality within a sexual minority 
community. Biphobia was a very real experience many participants described. It is 
hoped that this study goes some way to providing bisexual people with a voice to
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speak out against partner abuse that has, until now, been lacking.
All pieces of work within the Academic, Therapeutic Practice and Research Dossiers, 
have been referenced using APA style. Throughout all Dossiers, the word 'therapist' 
has been used as although I am a trainee counselling psychologist, I did not want to 
exclude colleagues from other branches of applied psychology and psychotherapy, 
from using the work to inform their practice.
Throughout the Portfolio, all names given are pseudonyms to maintain the anonymity 
of clients and participants who contributed to the work.
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Academic Dossier
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Introduction to the Academic Dossier
The Academic Dossier contains three theoretical essays. The first essay was written 
during the second year of training. At the time, and in the absence of taught child 
psychodynamic theory, I was struggling to make sense of the internal world of clients 
I was seeing. I hoped that by reviewing some of the historical and contemporary 
psychodynamic literature on traumatic anxiety, I would develop greater insight into 
the difficulties my clients brought so would be better positioned to facilitate them in 
their development.
The second essay was written in the first semester of the final year. The essay 
facilitated a shift in client group from children to older adults and was used to help me 
develop my lifespan knowledge. In addition to this, the essay addresses the shift 
within the progression of cognitive therapies and how this can be used to enhance 
clients who maybe need to have an approach to work adapted to help match their 
needs.
Finally, the third essay, which was also written in the third year, came into being due 
to the relational attacks I was experiencing from a client which often left me feeling 
shamed and inadequate. These are not feelings I have a particular tendency towards 
and made me want to explore how to work with such clients and eventually helped me 
to make links with the Final Clinical paper as part of my own personal experience.
The latter two essays facilitated my post modernist exploration of the medical model 
and its diagnostic terminology. This enabled me to consider how both I and a client 
can be positioned within a NHS context. I leamt to recognise the implications of this 
and manage them within my own approach to practice. In particular, I found it 
incongment to perceive clients via their symptomology. In line with Bohart (2000), I 
believe in the natural self-healing capacity of humans. Therapeutic work simply 
enhances this self-healing in a more systematic and refined way. My experiences have
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taught me that clients are active agents in therapy. This is a view supported by Rennie 
(2000), who found that in order to gain from therapy that which they wanted, clients 
were highly active in thinking about and drawing their own inferences from sessions. 
This highlights the importance of encouraging early client involvement in the 
therapeutic process, as not only will this enhanee client outcome (as Seligman, 1995 
identified) but it will also help to identify where, how and why resistance to therapy 
may be present for the client. For instance, there may be a mis-match between the 
therapist and clients values, goals and world views or as Sheldon and Elliot (1999) 
found, clients who enter therapy due to external factors or “shoulds”, means they will 
be less willing to engage. It is important to be aware of potential resiliencies to 
engaging with therapy and attempt to address and work with them if engagement is to 
be achieved.
Identification with a postmodernist stance requires that I explore my use of the 
category “older adults”. Upon starting my third year placement, my own anxieties 
about working with clients at the later stages of life enhanced the significance of the 
category for me. Initially, I engaged with material and empirical evidence that was 
based on “older adults” and came to placement with biases about what the presenting 
issues would be. However, I found that as my experience developed within the setting 
and with the clients, my use of the categorical material declined dramatically and my 
expectation of what may present broadened; the concept of age became suspended 
and the clients subjective experience became central to the work. The third essay, 
which was written three months into my placement, demonstrates my transition away 
from the “older adults” category towards one that considers the human experience and 
therapeutic relationship.
14
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The boy who was forced to play with fire: working psychodynamically 
with trauma induced anxiety.
Introduction
The aim of this essay is to provide a working knowledge and understanding of 
psychodynamic theory with particular relevance to trauma induced anxiety in 
children. Using case material throughout, the objective of the essay is to provide a 
critique of relevant psychoanalytic theory (both contemporary and historical) and to 
demonstrate how, in combination with the therapeutic relationship, both can be used 
to inform psychological work. To facilitate the reader, a vignette of the case is 
provided:
'Alan' is eleven years old. Due to the significant psychological impact of 
witnessing and experiencing paternal domestic violence throughout the 
course of his life, he was referred for psychological work. In 2009, along 
with his brother and mother, Alan fled from his country of residence and 
sought refuge in England. When talking about his abusive experiences,
Alan spoke of frequent beatings and the abuse inflicted upon him by a 
father who was erratic, inconsistent and terrifying in his violence. After 
his parents separated, Alan (aged six) and his brother were placed into the 
care of his father for two weeks as his mother had to work. During this 
period, Alan’s father locked his sons in an apartment and set light to the 
property; his intention had been to kill them. Alan spoke of being terrified 
of his father and presented in sessions with a great deal of anxiety. Part of 
this anxiety was attributed to the possibility that, if ordered by foreign 
courts, he may have had to return to his father's care at any time. Due to 
his age, Alan was referred without a diagnosis, yet his chronic (and at 
times acute) anxieties and intrusive thoughts were symptomatic of the
16
trauma he had experienced.
Trauma results from an unexpected experience that an individual finds overwhelming 
(Diamond, 2005). The internal chaos that ensues continues long after the incident as 
the individual perpetually struggles to integrate and make sense of their experience. 
Freud (1920) saw trauma to be an unexpected experience in which a person felt 
helpless; their “emotional skin” has been penetrated by an excess of hostile affective 
stimuli. Within his metapsychological framework, Freud claims that the ego function 
has been disrupted. Kleinian thought developed Freud’s concept of the 
overstimulation of the protective skin barrier, as a metaphor for the mind’s proeesses. 
Whereas Bion (1970) posits the notion that the mind as a “container” (in which the 
ability to think functions to contain affects in mental thought) loses its protective 
facility when traumatised. Contemporary psychoanalytic thought draws upon this 
early work to suggest that the overwhelming stimulus of trauma may be better 
understood as a perturbing affective exchange that brings about a breach in a person's 
stimulus barrier (Diamond, 2005). Within a developmental context, if a traumatie 
experience happens to a child, they will be unable to develop psychobiological modes 
of regulating or an understanding of their bodily states and feelings, i.e. trauma results 
in unprocessed affects that exist as unintegrated somatic states.
Freud provides some insight into how trauma induces anxiety. Although he initially 
viewed anxiety as emerging from blocked libidinal instincts, his second theory of 
anxiety (1926), based within the structural model of the mind, incorporated the idea 
that anxiety was a danger signal to the ego; it alerted the individual to potential 
danger. Key to the experience of anxiety is the accompanying sense of uncertainty, 
although the signal for it could occur from either conscious or unconscious sources. 
Within this model, Freud posited that 'signal anxiety' (which informs the ego of the 
potential of a dangerous situation) defends against 'automatic anxiety' (a primitive 
anxiety resulting from a fear of total disintegration). Modem science has supported 
Freud’s model by explaining that Alan’s persistently heightened state of anxiety may 
be due to neuroanatomical changes having occurred as a consequence of exposure to
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repeated traumatic events both prior to and post birth. For instance, the amygdala, 
which is responsible for recognition and activation of threat signals (similar to the 
signal anxiety aspect proposed by Freud), alerts the individual to potential danger. The 
frontal cortex is responsible for rational thought, yet in the mind of a traumatised 
person, they are not able to allay their fear responses so will be forced to experience 
their anxiety (or Freud’s automatic anxiety). Whilst in utero, it is possible that Alan 
may have been exposed to excessive stress hormones (such as cortisol) and so, along 
with being more sensitive to distress, he will have a lesser ability to self- 
soothe/regulate his emotion (Gerhardt, 2004).
The presence of anxiety early in life is not considered negative as some believe 
anxiety provides a necessary motivator for development (Emanuel, 2000). Klein has 
been fundamental in developing the concept of anxiety from the psychoanalytic 
perspective and argues that anxiety is present from birth (as opposed to ages 5 or 6 as 
suggested by Freud). Klein (1946) proposed the idea of an individual adopting a 
psychic position which differentiated between persecutory and depressive anxieties. 
Persecutory anxieties are innate: the infant is bom with a fear of annihilation. In 
considering Alan’s lived experience, annihilation anxiety is certainly something he 
would have experienced throughout his life. His experience lends itself to Bion's 
(1970) view that a person oscillates between the two positions; they are not 
necessarily developmental achievements but instead imply that the adoption of a 
psychic state is dependent on the relationship held with an individual. For instance, 
remaining with Klein's suggestion that individuals shift from persecutory to 
depressive anxieties to acknowledge that the “good” and “bad” object are one and the 
same, helps explain Alan's ambivalence towards others such as his mother (and 
through transference with myself). He appears frozen in a persecutory state in relation 
to his father. In this instance, it may be appropriate to remain in this psychic position 
as his father presents as a very real threat.
It has been found that when the trauma is caused by another person (rather than an 
environmental cause) the impact causes a greater degree of emotional disturbance
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(Schore, 2001). In regards to the dependency on parents, children may be particularly 
vulnerable to trauma; even more so when it is the parents themselves that are the 
external danger. Alan exists in a constant state of vigilance (or signal anxiety) for the 
return of his father. He will often ask his mother, pointing at large black men in the 
street “Is that him?” Past homicidal behaviours and threats from his father, 
demonstrate Alan’s need to defend against a very real automatic anxiety, or as Klein 
refers to it, the “death instinct”. Considering the very real threat of danger to Alan and 
members of his family, how has he managed to remain so highly functioning?
Attachments as key
Attachment theory was first defined by the psychoanalyst Bowlby (1973) as “any 
form of behaviour that results in a person attaining or maintaining proximity to some 
other differentiated and preferred individual, usually conceived of as stronger and/or 
wiser”. The “preferred individual” is referred to as a primary attachment figure and is 
typically, the mother.
Attachment behaviour is activated not only in the presence of physical or 
environmental threat but also when an individual is separated (or rejected) from their 
attachment figure. To make sense of their experience, a person is guided by their 
'internal working model' (Ainsworth et al. 1978). This is an internal representation of 
the external world, which has been facilitated by relational experiences with others, 
and so develops an understanding of oneself and consequently, an ability to 
understand others. It is during the first year of life that infants develop their internal 
working models (Bowlby, 1969), which facilitates the development of a certain sense 
of predictability with a primary attachment figure. There are multiple attachment 
styles in existence but a secure attachment enables an infant to explore their 
environment and so facilitates learning about themselves as an agent and self-effective 
individual. These models contain content and information-processing rules that guide 
perception and memory, i.e., individuals use their past experiences with a caregiver in 
order to determine their behaviour when dealing with current circumstances (Howe et
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al. 1999).
How then, does someone who has a potentially unavailable mother and an abusive, 
violent father attach to their caregivers to produce an internal working model? Fonagy 
(1999) proposes that we can only infer about our client’s past and their relational 
model from how we (the therapist) experience them in their transference with us and 
it is through their relationship to help, we are able to make sense of what internal 
object relationship is activated when the client experiences themselves as needy and 
vulnerable. Alan has had parenting that comprises of a combination of distress, rebuff, 
rejection and hostility (known to result in compulsively compliant children) mixed 
with control intrusion and over-stimulation. Parents of this profile often produce 
children with avoidant, defended and dismissing patterns of attachment style (Howe et 
al. 1999). In this attachment style, children are less likely to seek emotional support 
from their parents and, according to Crittenden (1992), they become defended against 
affect. In the transference, I experience minimal affect; I experience no sense of 
intimacy or requests to support Alan with his distress. This could be due to Alan’s ‘felt 
security’ being achieved by an over reliance on himself and an under reliance on 
others (Howe et al. 1999). He is highly functioning in many ways and I detect from 
him a feeling of ambivalence for the work we do and, in the countertransference, I 
find myself being compelled to prove to Alan that the sessions are worthwhile: 
something can be achieved! In the sessions I experience him as very shy and 
compliant. Seeking explanation for this transference experience, Bartholomew et al. 
(1991) defines the avoidant person’s internal working model as one in which the self 
is seen as strong and positive, while others are viewed as unavailable (Alan’s mother) 
and potentially rejecting (Alan’s father). The willingness to disclose personal need 
and vulnerability is low. This perhaps explains why I forget at times that I am working 
with a highly traumatised child.
At an unconscious/semi-conscious level Alan may have come to realise that his 
mother is more comfortable with activities and behaviours that are low in emotional 
content; she praises his academic success and sporting achievements. If he
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demonstrates emotional distress, such as the failing of a test or difficulties containing 
some of his emotions from a session, Alan has informed me that the response he gains 
from his mother will be “try harder next time”. There is an anxiety to do things right; 
to please and to overachieve. Alan informs me weekly that he feels angry about 
coming to sessions as they are during the school time and he misses classes. When 
asked why he comes, he states “because I have to”.
In the absence of a secure attachment, a hyper vigilance to threat and an inability to 
self-soothe or regulate emotions, how Alan manages his anxieties requires 
exploration.
The ‘False Self’
Winnicott (1960) proposed that from the examination of the infant-mother (first- 
object) relationship, a ‘False Self’ can develop. This occurs when the mother is 'not 
good enough', meaning that she is unable to respond appropriately or consistently to 
the infant’s gesture, and instead substitutes her own. During Alan’s infancy, it is 
unlikely his mother felt protected in her external reality so she was unable to be 
temporarily tuned-in (or self-centred) to attend to the needs of her infant making her 
unable to see or meet his needs. In these circumstances, the only sense an infant can 
make of this relationship is that made through compliance. In the presence of abuse 
and the mother’s report of depression (as well as her own anxiety about her situation 
being projected onto her children), it is possible that at the time of his infancy, Alan’s 
mother was not good enough. Alan is incredibly compliant and this demonstrates one 
way in which he has learned to manage his anxieties in relation to others. In 
consideration of other ways he has learned to cope, we need to explore his defence 
mechanisms.
Anxiety & its defence mechanisms
The re-experiencing of earlier difficulties is intrinsically painful (Bateman et al.
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1995). Therefore, clients come into sessions having adapted for ways of coping with 
their past pain. Defences are thought to protect us from perceived danger and ensuing 
psychic pain (Lemma, 2003) with the aim of ensuring that anxiety does not break 
through to consciousness. Defence mechanisms are recognised as an individual’s 
attempt to deal with the internal conflict between the id and the superego (Smith, 
1991) or as a way of dealing with interpersonal conflict (internal desires and external 
reality) based on the formation and maintenance of multiple inconsistent models of 
relational experience (Lemma, 2003). There are a range of defences any person can 
develop. Alan has both internal defences (against threatening thoughts and feelings) 
and external resistances (against intimacy with others) in place. In part, it is their way 
of coping that prevents individuals from being able to move forward as they are 
frozen by their defence mechanisms and are unable to process their distress. Malan 
(1976) and Winnicott (1960) argue that the client must be willing to accept the 
necessity of basic changes in their adaptive capacities if true benefit from therapy is to 
be achieved.
In line with Anna Freud and Winnicott, it is believed that Alan’s defences present as 
having been an adaptive way of coping in a hostile emotional environment. He 
demonstrates clear anxiety in the presence of strong feelings and usually implements 
defence mechanisms such as repression or dissociation and it is these defences that 
need to be worked with if basic change is to occur. Part of the therapeutic 
achievement is to enable a client to make links between their defences, anxieties and 
true feelings in the session and to identify similar feelings and defensive/anxious ways 
of interacting with those in their current and past life. Considering Alan's very early 
exposure to trauma, connections need to be made at a non-verbal stage of 
development.
The role of memory in trauma
Research has found support for the idea that there exists an organized non-verbal 
emotional schema (Hurvich, 2002; Bucci 1985) which includes images of objects.
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actions and bodily states. This notion supports the view of Klein, that infants are 
capable of experiencing annihilation anxiety from birth. Experiences contributing to 
representations of object relations will have occurred too early for memory to record. 
However, it is recognised that early experience is formative and is retained in the parts 
of the brain attributed to memory (Fonagy, 1999). Procedural/implicit memory has 
been linked to emotional unconscious and interpersonal non-verbal understanding 
(Fonagy, 1999). Research suggests that, as an infant, Alan was capable of developing 
a foundation of understanding of the environment around him and that, at times, it 
was a hostile one. Implicit memory is key for the therapeutic process as it acts as a 
“ ...mediator, a valuable channel”, (Fonagy, 1999, p.218) and is the channel which 
informs us of the internal representations of the object relationships (Bion 1962). 
Therefore, work in the transference has the non-explicit aim of modifying implicit 
memories. Psychodynamic therapy provides an active construction of a new way of 
experiencing the self with others. A caveat worth considering is that for those 
individuals who have experienced repeated trauma, the barrier between physical and 
psychic reality has been breached, and accurate coding of the events is disrupted 
(Fonagy, 1995; Fonagy & Target, 1996). Therefore, memories are thought to never be 
adequately laid down so attempts to source the roots of the implicit memory during 
therapy will led to failure.
Research demonstrates that traumatic memories are stored differently to non- 
traumatic memories; traumatic memories are experienced somatically (Perry, 1994; 
Perry et al. 1995). Sensitisation is a particular state whereby the person who has been 
traumatised tends to experience a reactivation of feelings and memory linked with the 
original trauma in everyday situations, which in themselves may not warrant such a 
response. Alan’s anxieties were founded in his external world but are now 
experienced from internal states such as memory flash backs and nightmares. When 
confronted by a violent scenario, for instance, fights at his school, he recognises that 
he experiences severe reactions which are often not warranted. Alan’s anxious 
responses to current threat and his re-experiencing of traumatic events may be due to 
his experience being unassimilated and unprocessed; sensory fragments are
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somatised; there are no linguistic components (Diamond, 2005).
Having made a whirlwind attempt to consider the origins, development and approach 
for psychological work with traumatic anxiety, it is necessary to highlight that as a 
client group, children’s relationship to help differs to adults. Unlike the adult client 
who actively seeks help, the child finds himself placed into therapy by the adults he is 
dependent on (Smirnoff, 1971). As identified in this essay, the development of a 
secure base in therapy is fundamental for clients to be able to change pathological 
childhood representations of the self, and attachment figures through their work in the 
transference (Brisch, 2002). Considering Counselling Psychology identifies the 
therapeutic relationship as its cornerstone, practitioners are likely to have enhanced 
skills in the ability to develop a positive therapeutic alliance. By incorporating some 
of the theories and approaches discussed in this essay into practice, it is possible that a 
client’s emotional experience could be better understood and therefore accepted by 
their therapist. This will result with clients who are better positioned to explore their 
internal, and external, worlds. Their ego strength develops and their sense of self 
becomes stronger through integration. Using this as an aim for therapeutic work with 
Alan, not only is it hoped that he will be better able to self-soothe/regulate his 
emotions in the future, but that ultimately he will emerge from therapy as a child.
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Ltd.
Riding the waves of cognitive therapy: moving towards ’being’ rather than 
’doing’ with older adult clients who suffer with low self-esteem
Introduction
The aim of the essay is to consider how a counselling psychologist, might draw from 
a cognitive perspective to provide psychological interventions for older adults 
(defined as those aged over 65) who suffer from low self-esteem. The essay will 
explore how cognitive therapies, based within a national health service (NHS) 
context, sit with the philosophy of counselling psychology; provide a brief review of 
the empirical work for the application of cognitive therapies for older adult clients; 
and using case material throughout, will critique second (cognitive-behavioural) and 
third wave (compassion focused) therapies for application to low self-esteem. To 
facilitate the reader, a vignette of the case is given:
'Mary', a widow, is in her late sixties. She has struggled for over thirty 
years with chronic levels of recurrent depression and anxiety. During her 
childhood, Mary was sexually abused by her paternal uncle (who shared 
the family home) and although she alerted her parents to the abuse, 
nothing was done to protect her. She describes this lack of parental action 
as one of “complete betrayal”. The eldest of four siblings, she spoke of 
her mother's contempt for her as she never “loved me”. Approximately ten 
years ago, Mary had electro-convulsive therapy which resulted in 
significant memory impairment with minimal improvement in mood. She 
has previously engaged with therapy, but withdrew due to the 
interventions used, evoking unmanageable levels of distress.
Counselling psychology is defined by its professional practice guidelines (2006) as a 
profession that does not assume there to be an “automatic superiority in any one way
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of experiencing, feeling, valuing and knowing” (pg.2). Within its humanistic 
epistemology there is a reluctance to ascribe labels or categories to human distress 
but, instead, there is an emphasis on understanding the subjective world of the 'self in 
relation to other (Strawbridge & Woolfe, 2010). Corrie and Callahan (2000) 
acknowledge that such a philosophical position is at inherent odds to the medical 
model that is dominant in many professional settings. In line with the positivist 
ideology the medical model promotes, supporters of cognitive-behaviour therapy 
(CBT) have been very proficient in adopting and developing measures to prove its 
efficacy. This has resulted with CBT being incorporated into many National Institute 
for Health and Care Excellence (NICE) guidelines. Therefore, it is a recommended 
intervention for a range of psychological difficulties, including depression and anxiety 
within the NHS (which led to Mary being referred for this approach). CBT promotes 
the use of a technique-orientated approach based on a formulation developed from 
specific diagnostic criteria.
Boucher (2010) addresses the epistemological tensions between context and 
profession, through the 'therapist's personal style'. He promotes the idea that the 
practice of CBT should expand beyond an opportunity to use a client's subtexts to 
disrupt and manipulate meanings, interpretations and beliefs, towards one that is 
influenced by counselling psychology's cornerstone: the therapeutic relationship. 
Consequently, Mary's therapist employed a CBT approach that used techniques but 
was predominantly driven by a therapeutic relationship that “floats gently on the sea 
of core relational principles: warmth, respect, empathy, positive regard, congruence, 
autonomy” (pp. 156).
There are relatively few studies on the effectiveness of CBT for older adults (Pinquart 
& Sorensen, 2001) and third wave therapies, such as compassion focused therapy 
(CET), have a limited evidence base across clinical populations (Gilbert, 2009). The 
Department of Health states that, even in the absence of evidence, older adults should 
be given equal opportunities for care and should therefore have equivalent access to 
psychological therapies as working-age adults. With a limited evidence base but a
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Governmental directive to provide equal opportunities for care, how can the therapist 
apply CBT or CFT to this clinical population? Earles, Kersten, Berlin and Miccio 
(2004) found that older adults perform better with: structured material; more time to 
study the information; greater environmental support; and less time pressure. 
Modifications required include sessions occurring at a slower pace with measured 
interventions, to ensure that coping strategies are truly incorporated. Confi-onting the 
interplay of physical and psychological difficulties, it is highly important to use easily 
digestible pieces of information before proceeding onto the next thing (Laidlaw, 
Thompson, Dick-Siskin and Gallagher-Thompson, 2003). For instance, Mary's ECT 
has caused problems with her short-term memory so we had to introduce the use of 
memory cues and external memory aids. Older adults have lived for longer, therefore 
their formulations are likely to be more complex and their behaviours more engrained; 
they will probably need more than the average 6-8 sessions allocated for time-based 
approaches. In recognition of this, Mary had 20 sessions.
Regardless of the approach used, therapists need to review their own beliefs when 
working with older adults. The therapeutic relationship between client and therapist 
can be significantly impaired by negative beliefs or stereotypic attitudes (Wright & 
Davies, 1994). The therapist needs to be curious about the client's life as working with 
older adults means being open to the distinctive social contexts of people who were 
bom in different generations (Satre, Knight & David, 2006). In addition to this, older 
clients may come to sessions with a generational attitude in their relationship to help; 
they may position the therapist as the “expert”. This is problematic and needs to be 
addressed early in sessions if a collaborative approach (Orlinsky, Grawe & Parks, 
1994) is to be achieved.
Assessing suitability for CBT
Adopting a CBT specific lens during assessment requires that therapists assess clients 
whilst bearing the following in mind: that they can demonstrate a capability to access 
thoughts, feelings (and images); have definable problems; have the motivation to
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carry out self-help assignments and a willingness to experiment and practice skills; 
and that they need to be able to form collaborative relationships (Young, 1990). On 
first meeting Mary, she was sweating profusely and was able to speak of her high- 
levels of anxiety about coming to the assessment session. It was clear she had access 
to her feelings and was able to report to her therapist about them. Due to the 
chronicity of her difficulties, Mary attended for two assessment sessions. Mary was 
deemed an appropriate client for a CBT approach, as in the assessments, she proved 
that she had an accessibility to her thoughts, an awareness of her feelings, an 
acceptance of personal responsibility for change and was compatible with the 
cognitive rationale for the difficulties she experienced. Her therapist had some 
concerns about the alliance potential as Mary's tendency to be submissive to others 
had led to a therapeutic rupture with a previous therapist. Yet her 'out of session 
evidence' proved she was capable of having very strong, positive relationships such as 
that which she held with her daughter. Adopting Safran and Segal's (1990) stance and 
drawing on counselling psychology philosophies, Mary's relational difficulties were 
thought of as something to be worked on and addressed through the process of 
therapy rather than inclusion/exclusion criteria for CBT.
As a learning-based treatment model (Beck, Rush, Shaw & Emery, 1979), CBT 
promotes the idea of using sessions to focus on current problems through sharing 
formulations and techniques with the client. This facilitates the learning of new skills 
for self-management for everyday life. Padesky and Mooney's (1990) five-aspects 
model, (as cited in Greenberger & Padesky, 1995), has been developed from Beck et 
al.'s (1979) original model, as a jargon-free way for understanding CBT. Using the 
traditional CBT model requires that the user have a reading age of 17 years, whereas 
the five-aspect model, requires a reading age of 12.1 years (Williams & Garland, 
2002). Although Mary's reading age is unknown, her memory difficulties reduce her 
ability to process and recall complex information. Adopting the five-aspect model for 
Mary helped her to make sense of the difficulties she had on coming for sessions and 
socialised hen to the CBT approach. Socialisation to the model is considered 
imperative for older adults. It enhances the therapeutic alliance as they are more
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acquainted with psychoanalytic stereotypes (Satre, et al. 2006):
Past Events
Child abuse
Neglectful mother
Abandoning father
Trigger
Sitting in the waiting room for the start of 
her therapy session
Thoughts
I can't do this 
She's going to realise I'm stupid 
I should be able to leave things in the past
Behaviours
Get some water 
Breathe deeply 
Leave if too much
Moods/Emotions
Self-loathing
Despair
Panic
Body Sensations
Excessive sweating 
Dry mouth 
Tightness in hands/arms 
Breathing difficulties
Figure 1: Mary's 5 Aspects Model
With an emphasis on case formulation and assessment, CBT provides therapists with 
an incredibly valuable framework upon which to develop the therapeutic approach.
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Socratic questioning (those which facilitate the exploration into a complex situation, 
e.g. is that always the case?; what evidence do you have to support that statement?), 
and other guided discovery techniques (such as the downward arrow technique which 
requires asking a series of questions to help identify core beliefs) provide insight into 
the connections between early life experiences, beliefs about the world, others and 
self, rules for living and the impact critical incidents have had on problems in the 
here-and-now. Exploring Mary’s experience in this way facilitated the recognition that 
most of her negative automatic thoughts (those that occur spontaneously and seem 
plausible, but reflect negatively distorted perceptions that are associated with negative 
affect) were predominantly self-critical. This new insight led to a reformulation of our 
work.
Fennell's (1997) transdiagnostic CBT model of low self-esteem proposes that through 
operant, classical and social conditioning, a person has developed a global, negative 
cognitive representation of the self from early experiences. This leads to a habitual 
and automatic negative evaluation of their competencies and worth. Elaborating on 
Beck's (1976) generic cognitive model, Fennell implies that on the basis of early 
experiences, core beliefs (those that constitute the deepest level of thinking about the 
self, the personal world and the future) are developed. The beliefs are triggered in the 
presence of appropriate circumstances which create negative automatic thoughts 
which then induce negative behaviours, affect and physiological symptoms. 
Incorporating Mary's experience with both longitudinal elements as well as current 
maintenance cycles for the anxiety and depressive symptoms that result from her low 
self-esteem, provides some insight into how her difficulties interrelate. Whatever 
happens, Mary's core beliefs will be confirmed:
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Early Experiences
Sexual abuse by paternal uncle 
Lack of love and warmth from mother 
Inaction of father after disclosure
1
Core beliefs
I am unlovable 
I am a bad person 
I do not matter
!
Maladaptive assumptions
I must always put others first 
If I say what I think, I will be ignored
!
Critical incident
Coming to therapy
1-► Activation of the bottom line
Depression
Self-critical thoughts
I useless 
I am stupid
Anxiety
Negative predictions
This is going to be difficult 
I won't make a good
impression
Unhelpful behaviour
Withdrawal
Tension
Confirmation of core beliefs ^
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Figure 2: Mary's low self-esteem CBT formulation
Fennell (2004) posited that the aim of CBT for low self-esteem is to: weaken old, 
negative core beliefs about the self; to establish and strengthen more positive, realistic 
new beliefs about the self; and to encourage kindly self-acceptance. However, 
empirical work has found that clients with low self-esteem and high self-criticism 
often do poorly in CBT trials. One explanation for this is provided by Haidt (2001) 
who noticed that some clients will report that they understand the theory but do not 
“feel it”; there is a cognition-emotion mismatch. A lack of congruent affect prevents 
thoughts from being meaningful; this was Mary's experience. We had produced a 
comprehensive formulation and she had developed some very useful behavioural and 
cognitive tools yet she reported that, whilst she was able to understand the links we 
had been discussing, she did not feel any different; she was unable to update core 
beliefs or strengthen positive new beliefs. Now what? Incorporating Mary's early 
history of abuse and neglect where she had few experiences of feeling protected, safe 
and or soothed by others, we began to recognise the impact of her inability to self­
sooth (Gilbert & Irons, 2005; Gilbert & Procter, 2006) and used this insight to 
develop our work further.
When CBT just was not enough... moving towards the third wave
One of the key differences between second and third wave cognitive therapies 
involves a shift away from attempting to challenge thoughts, towards one that focuses 
on how to change the way a person relates to, observes or processes their thoughts 
(Hayes, 2004). Ultimately, this approach alters a person's orientation in relating to the 
self and others.
Gilbert's (2004) compassion focused therapy (CFT) is one such therapy. It is based 
within evolutionary and psychosocial approaches to psychological distress and uses 
therapeutic interventions to develop self-soothing and self-compassion. The approach 
is derived from social mentality theory (Gilbert, 2003) which identifies that humans 
co-create a number of different role relationships. Different roles are created via the
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generation of different social signals activating different brain and physiological 
systems. Of significance is that humans can respond equally well to signals regardless 
of whether the cues are external or internal to the individual. This is of particular 
importance in the thought-emotion process of self-criticism. CFT views self-criticism 
as an internal stimuli that can act like a social stimuli which the brain treats like a real 
(threat-focused) interaction. So, the internal messages given, e.g. “you failed” or “you 
are no good”, causes another part of the self (the processing systems) to respond to the 
put-downs as it might do with external threats, e.g. with anxious or depressive 
responses. In Mary's instance, the social mentality that is active is related to a 
dominate/subordinate response and, over time, with repeated use (supported by 
Whelton & Greenberg, 2005, findings); the role has become highly conditioned for 
her with sensitive pathways that have developed a retrieval pathway.
Like CBT, the CFT therapist tries to help identify unhelpful thoughts, assumptions 
and beliefs about the self and uses many similar techniques to elicit this information 
(so the information gained in Mary's earlier CBT sessions is still useful for CFT). 
Distinct to CFT is its focus on the application of self-compassion, its use of 
compassionate imagery and its re-framing of responses as safety behaviours rather 
than maladaptive thoughts or behaviours. Through adopting a compassionate stance 
towards them, individuals learn to cope with challenging emotions with a greater 
degree of understanding, self-directed care and support. Ultimately, this enables 
people to cope with future difficulties with more ease, as it has been found that self­
compassion acts as a buffer against negative self-feelings following distressing events 
(Leary, Tate, Adams, Allen & Hancock, 2007). Considering Mary's recurrent and 
chronic affective difficulties, providing her with some insight and skills for future 
periods of difficulty seemed key to the work.
The application of CFT requires that the therapist and client re-focus the therapy onto 
affect-regulation to facilitate the development of alternative emotion-focused 
experiences of self-soothing. Depue and Morrone-Strupinsky (2005) proposed that 
people have three affect regulation systems. All three are required and necessary for
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healthy functioning but, due to the life experience of some people, there can be 
imbalances between the systems:
Drive, excite, vitality Content, safe, connect
Incentive/resource- 
focused
Achieving and activating 
Wanting, pursuing, 
consuming, 
achieving
Threat-focused
Protection and 
safety seeking 
Activating/inhibiting
N on-wanting/Affiliative 
focused
Soothing/safeness
Well-being
Soothing
Anger, anxiety, disgust
Figure 3: Affect-regulation systems
The model was explored with Mary and questions were asked to help identify her 
thoughts, feelings and behaviours for each affect regulation system. Exploring her 
systems required the use of trauma-related therapeutic interventions (Wheatley, 
Brewin, Patel, Hackmann, Wells & Fischer, 2007) as the origins of Mary’s shame and 
self-criticism were located within early, traumatic memories (Brewin 2006; Gilbert et 
al. 2005). These sessions were highly emotive for Mary but the therapist provided 
interventions based within empathy, distress tolerance (e.g. time-limited explorations 
of the past), and grounding techniques and through fostering a non-judgemental 
stance, Mary began to feel able to speak openly about her abuse. This work helped to 
identify the way in which Mary relates to others and herself.
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Mary's early relationships resulted with her having an under-developed contentment 
system; thus, in therapy, we aimed to stimulate this system directly. To facilitate her 
reasoning and reduce self-criticism we spoke about how threat processing is our 
'factory setting'; threat emotions over-rule positive ones and threat/harm memories are 
more powerful than positive ones (as the old brain aims to keep us alive). The aim of 
providing this information is to facilitate the client's understanding that powerful 
thoughts and reactions occur as a result of their evolved emotional systems and past 
conditioning and, in a sense, are not their fault. People have evolved these responses 
to help them manage their fears of others. Sharing this understanding with clients is 
vital as it facilitates their ability to relinquish their self-criticism.
McKay and Fanning (2000) ascribe that self-compassion is made from three key 
components: understanding, acceptance and forgiveness. Self-compassion can be 
difficult for people with high trait self-criticism, as the generation of self- 
reassuring/compassionate feelings can feel unfamiliar, fearful and even threatening 
(Gilbert, 2007, 2009). Interventions need to be aimed at facilitating clients to develop 
their self-compassion skills. Building upon Mary's skills of relaxation and imagery 
developed in earlier sessions, we introduced the practice of compassionate imagery. 
Compassionate images become internalised and act as internal schema or self-object 
that then becomes a referent for self-soothing (Baldwin, 2005). CFT invites people to 
create their own images of warmth which, ideally, have the qualities of wisdom, 
strength, warmth and non-judgement. Mary has a very warm and positive relationship, 
with her daughter and identified this person as her compassionate image. As we began 
to practise imagery, we used scripts that progressively facilitated compassion flowing 
from others to self, from self to others, and from self to self. Depending on the needs 
of their clients, there are a variety of techniques available that therapists may want to 
consider.
Returning to the philosophical tensions mentioned at the beginning of the essay, it has 
become apparent that with a move towards third wave therapies, which have an 
emphasis on 'being' rather than the 'doing', philosophical positions become more
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closely aligned with counselling psychology than second wave cognitive therapies. 
Drawing upon the process of therapy and the holistic experience of a person, 
counselling psychologists are in a prime position to advance the application of third 
wave therapies in practice, specifically so within the NHS. Like our clients with low 
self-esteem, we too as a profession may benefit fi-om some of the interventions 
mentioned here as we attempt to move away from reductionist models.
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Learning to swim with sharks: working with clients who have relational
difticulties
Introduction
The aim of this essay is to explore a therapeutic approach for working with clients 
who have narcissistic tendencies. Case material will be provided throughout to help 
connect theory to practice and, in particular, will draw attention to the therapists’ 
phenomenological experience as a guide for working with such clients. In adopting a 
post modernistic stance that draws upon psychoanalytic and cognitive schools of 
thought, with a focus on actual states of being, the objective of the essay is to provide 
an alternative to the reductionist, pathologising medical diathesis which has its 
emphasis on the concept of “treatment”. From this, it is hoped that therapists will not 
only be better positioned to work with the internal distress these clients bring, but that 
they will also develop the insight required to enhance their resilience of the relational 
attacks that can occur. The client case will now be introduced:
'Michael' was referred for psychological work for therapeutic support 
with depression. He could identify a number of symptoms of the 
disorder such as low mood, diminished concentration and anhedonia. 
Throughout his life he had been a successful business man but, at the 
beginning of 2012, he lost his fortune. Michael went from being a 
man who enjoyed the finer things in life to one who lived in council 
housing and was reliant upon a state pension. Large contents of his 
sessions revolved around the disappointment he held towards his son.
He had a lot of contempt for people who were satisfied with life (such 
as by having a 9-5 job) and would often dismiss or attempt to shame 
his therapist through his response to therapeutic interventions.
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All humans have narcissistic tendencies. According to Ronningstam (2005), there is a 
spectrum from healthy to pathological narcissism. Several studies looking at the 
construct validity of “narcissistic personality disorder” have found low discriminant 
validity resulting with a call for its removal from the list of prototype personality 
disorder categories (Karterud, 0ien & Pedersen, 2011). In light of this, it is important 
for the therapist to recognise that narcissism is not heterogeneous and so in the 
absence of “treatment data” (Russ, Shedler, Bradley & Western, 2008), how one 
supports a client with their distress should be informed from a position of willingness 
to seek understanding without the alleged certainties provided by medical 
assumptions. According to Jacoby (1990), this is precisely the position a therapist 
should hold when therapeutic work commences and is vital for facilitating the 
development of an alternative stance to the medical model. Crucial for a more 
descriptive and phenomenological approach is the ability for therapists to be flexible 
in their formulations and to include the clients’ meanings of their experience and 
behaviours from a variety of situations.
Where appropriate, a pluralistic approach to therapeutic work can facilitate the need 
for the creativity that is often required to support complex clients. An important 
caveat is that certain skills are required to appropriately choose and apply theories and 
interventions from differing approaches. Diamond (2010) proposes that by being 
trained in a number of modalities, counselling psychologists are well equipped to 
critique the application of a variety of approaches. Of particular importance, as 
identified by Draghi-Lorenz (2010), a systematic approach to the choice of theory 
from which to draw upon is critical. Psychological theories derive from a range of 
philosophical stances and these need consideration when selecting approaches for use. 
In this instance, the author proposes that Kohufs self-psychology model (1969, 1971) 
and Young's schema therapy (1990) be used when working with narcissistic clients. 
The rationale for choosing to combine a psychodynamic and cognitive approach, 
whilst both are being delivered from the counselling psychological perspective that is 
humanistic, warrants exploration. For instance, Rogers (1951, 1959/1990) core 
conditions provides a cornerstone in the philosophy of counselling psychology.
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Without overt acknowledgement to Roger's earlier work, a key idea proposed by 
Kohut (1979) is the importance of empathy in human development and therapy. 
Young (1990) draws upon object relations theory, for instance, the emphasis placed 
upon the use of the therapeutic relationship and the influence of the early environment 
on development. With an awareness that within this theoretical selection, some draw 
from a rationalist viewpoint that sits at odds with hermeneutic phenomenological 
traditions which, in turn, conflict with the humanistic perspective, it is thought that 
with the overlaps that do exist, and the shared emphasis on the therapeutic 
relationship as one of the key therapeutic tools, the differing schools of thought will 
serve to enrich the theoretical basis for the generation of formulations required to 
work with a narcissistic client. Being open to this possibility was vital for Michael as 
he was originally referred for cognitive behavioural therapy. Although he was able to 
access thoughts and feelings, in line with Young (1990) it was found that, due to the 
rigidity, avoidant and interpersonal difficulties he experienced, it proved very difficult 
to apply short-term cognitive therapies; in fact, he violated the majority of Beck, 
Rush, Shaw and Emery's (1979) basic assumptions about client suitability for 
cognitive therapy. Despite this, Michael was able to engage sufficiently with 
cooperative inquiry, which developed awareness that the original approach to work 
needed to be reformulated.
Developing a focus for psychological work
The motivation for a narcissistic client to engage with therapy is often low and they 
will report attending for therapy at the request of another or for help rebuilding their 
overcompensations for their doubts, shame, insecurities etc., so are seeking strategies 
for how to be successful again. Initially, Michael was intolerant to the concept of 
“acceptance” for his situation. He chose to conceptualise his experience as one that 
required “resilience”, as to accept the difficulties he struggled with was a passive and 
intolerable position. The therapist did not support his narcissistic compensations but 
instead focused on being able to encourage him to explore his relevant problems, with 
careful attention given to his descriptions and understanding. This approach was
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adopted with the view that the clients’ willingness to address their problems in a 
meaningful way is vital for the success of therapy and will depend on whether the 
client is able and ready to collaborate in spite of occasional fears and resistances.
Narcissistic clients seem unable to identify and verbalise their internal subjective 
experiences related to their narcissistic functioning, so therapists need to develop their 
theoretical knowledge of both the conscious and unconscious experience of the 
narcissistic client to enhance their empathie understanding (Kohut, 1984). Through 
the use of empathy, the therapist will gradually come to understand the specific 
woundedness in the client (Silverstein, 2007). From Michael's experience of the 
relationship he held with his son, we made sense of his depression. He became able to 
acknowledge the role he had played in his son's formative years and, recognised some 
responsibility for his son's current difficulties and the disappointment he felt towards 
him. Empathie listening facilitates the use of both psychodynamic and schema theory 
as it is a way of understanding clients' verbalised and non-verbalised experiences and 
their clinical histories. Understanding such experiences enables a therapist to 
reconstruct clients' lives as they themselves struggle to sustain self-esteem and 
cohesiveness of the self.
With a shift in psychoanalytic theory towards an emphasis on the self, so fostering a 
more phenomenological approach for the narcissistic client, Kohut (1977) sees 
narcissism as having its own line of development in which the path to self-maturation 
requires narcissistic development to occur in two directions. First to from a grandiose 
exhibitionistic component that requires a responsive 'mirroring' from a parent figure 
and, secondly, to form an idealising component which requires an idealised parent 
figure in whose power and perfection the child can relish. Michael's mother was 
unavailable to him due to her own mental health difficulties so it was unlikely that she 
would have been able to mirror him. The term 'selfobject' was coined to infer how 
these parent objects function as a part of the self (which for Michael implies a 
selfobject of low worth). Kohut (1971) emphasises the importance of developing a 
cohesive, background self through the integration of the grandiose self and the
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idealised image of the parent. Key to this process is the parent’s ability to respond 
empathically to the child’s needs which is done through their ability to communicate 
age-appropriate narcissism whilst at the same time encouraging development to more 
mature stages. If a child is consistently failed (through a failure in another's empathy) 
by their selfobjects there will be a gradual modification to the developmental 
pathways and this will result in the narcissistic development remaining repressed and 
unintegrated, so resulting in a disorientation of the self. Kohut's work provides the 
therapist with some insight into why the narcissistic client, who has an unstable and 
incoherent self, requires a stable and responsive external environment and goes some 
way to explain Michael’s exhibitionist traits, as without them, his sense of self will be 
fragmented.
Schema theory (Young, 1990) has built upon Beck et al. (1979) cognitive model of 
therapy and is useful to facilitate an understanding into how difficulties from the past 
can manifest in the here-and-now with complex cases. In common with Kohut, Young 
recognises that the narcissistic client experienced a lack of attunement from the 
mother. Of particular relevance is the impact this has on the formation of early 
maladaptive schemas (a schema is a cognitive framework which is informed by past 
reactions and experiences and so helps an individual to organise and interpret 
information). Early maladaptive schemas are extremely stable and enduring themes 
that develop during childhood and are elaborated upon throughout an individual's 
lifetime. Information will be distorted to maintain the validity of the schema as the 
threat of schematic change is too disruptive to the core cognitive organisation. Young 
identified four factors that characterise the “toxic” childhood environment of the 
narcissistic client: loneliness and isolation during which significant emotional 
deprivation was endured; insufficient limits where a child is indulged materialistically 
without the regard of thoughts or feelings of others; having a history of being used or 
manipulated (typically to fulfil the parents schemas and needs); and conditional 
approval. Much of the toxic environment was identified by Michael, whose mother 
had committed suicide when he was aged nineteen. Exploring his experience of his 
mother proved very difficult for him as he was unable to recall much about her or the
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relationship they had. As an only child, he spoke proudly of an isolated childhood 
where he would occupy himself. He spoke very warmly of the relationship he held 
with his father, it was one that was marked by the conditional approval of his success 
in the workplace.
Both approaches support the idea that the primary focus of the therapeutic work is 
based on the intimate relationship and the transference-countertransference 
experience. Gabbard (2009) succinctly explains transference and countertransference 
as the unconscious recreation of the client's internal object world with the therapist. 
Kohut contends that during treatment, the transference-states of the two narcissistic 
development systems are activated and, in this process, the client is attempting to 
mobilise and ultimately integrate the repressed narcissistic sectors of the personality: 
the grandiose and idealising. Common narcisstic transferences proposed by Gabbard 
(2009) are: the use of the therapist as a sounding board; contempt; internalisation and 
twinship; fear of humiliation; and omnipotent control. Countertransferential 
experiences that the therapist needs to be alert to when working with a narcissistic 
client include boredom, subjugation, being the object of contempt and/or idealisation, 
and admiration. During his assessment session, Michael spoke strongly of a desire to 
use his therapist as a “sounding board”. During the early stages of the work, the 
therapist felt bored and invalidated in their contributions to the work. Michael's 
therapist used this experience to inform herself about his pattern of relatedness which 
provided valuable insight into certain aspects of his inner world.
The therapist needs to be robust when the client experiences what Kohut (1971) 
considers to be temporary and reversible states of disorganisation of the self evoked 
during states of shame and self-consciousness. These states are prone to occur for 
those whose early environment has impeded the emergence of various aspects of the 
sense of self. Lynd (1958) describes the impact of shame as it heightens the awareness 
of the self, bringing it to the fore. This causes a marked disruption of functioning for 
those with a fragmented self, so induces feelings of confusion and a flooding of 
autonomic stimulation that results with a feeling of rage. Kohut (1977) writes of
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narcissistic rage as a 'disintegration product' of the break-up of the self which is a 
response to narcissistic injury in which a narcissistically vulnerable person is prone to 
show strong reactions to the narcissistic injuries of feeling slighted, ignored or treated 
without respect or empathy. During one session, Michael grandly presented an insight 
that had proved highly beneficial for him regarding the relationship he had held with 
his son. Once delivered, he tapped himself on the nose, winked at the therapist and 
informed her that she could “learn a thing or two” from him. The therapist responded 
by saying “therapy works much better when a client is able to make the connections 
themselves rather than when I make them on their behalf’. Michael demonstrated he 
felt shamed by this intervention as, for the remainder of the session, he made 
comments to the therapist based on age and gender roles that attempted to diminish 
her contributions to the session. To facilitate her resilience to these 'attacks', the 
therapist recalled that it is at this point of 'optimal frustration' that Kohut (1984) 
believes the decisive element of the healing process lies. Frustrations with the 
idealized therapist allow the client to take back their own projections. In keeping with 
drive theory, Kohut (1971) stated that optimal frustration strengthens self-cohesion by 
firming up the self as a stable mental structure. Kohut's term for this process of 
gradual strengthening of self-cohesion was called transmuting internalisation. From 
this perspective, therapists need to provide a 'holding function' (Kohut, 1971) for the 
pain the client experiences. The client needs to be able to internalise the therapist's 
attitude of tolerance and gradually leam to relate to their own distress. One of 
Michael's sessions needed to be cancelled twenty minutes prior to its start as an 
emergency in the clinic required that the therapy room be occupied for risk 
management and, unfortunately, there were no other rooms available. The following 
session started with reflecting on the experience of the late cancellation and, despite 
initial complaints, Michael was able to acknowledge that sometimes problems happen 
despite our best efforts. By the therapist modelling acceptance and tolerance of her 
own human imperfections (something Schwartz & Smith, 2002, consider to be key), 
Michael was able to acknowledge that perhaps he too had let another down; his son 
between the ages of four and eight.
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It should be expected that there will be a strong resistance to the client having their 
own needs mirrored as, due to their early experiences of mirroring being traumatic, 
nothing scares them more than becoming dependent again. Chavis (1990) identifies 
that mirror transference allows for the client to avoid the reactivation of unacceptable 
impulses by activating the grandiose self and projecting onto the therapist what he 
despises and devalues in himself, and that on a less conscious level, the client 
perceives the therapist as an ideal with whom he can merge and share power. In effect, 
the therapist becomes used as a functional part of the self and is subject to selfobject 
transferences. Working in the transference of the narcissistic client is not easy. 
Michael would often swing between idealising his therapist (as one whom he 
phantasised would visit some of the world's greatest ski resorts) to contempt, such as 
when he condemned, her inability to provide medical insight for a physical complaint. 
Gabbard (2009) found that such experiences can induce in therapists feelings of 
resentment, anger and dread. However, they do provide the therapist with a rich 
source of insight into the internal distress of the client which through the process of 
therapy, led to Michael and his therapist developing a warmth for each other.
It needs to be expected that, at some point, the narcissistic client will treat their 
therapist in a condescending and/or contemptuous way. Therapists must be alert to the 
activation of their own schemas and how this may play out in the countertransference. 
Young (1990) states that a therapist needs to confront this form of treatment but the 
approach taken needs to be considered, as a direct confrontation carries the risk of 
activating unconscious aggression and the attendant defences of devaluation or 
avoidance, which will likely result in the premature termination of treatment. 
Consequently, Young proposes that the therapist should alert the client to their 
behaviour using empathie confrontation, such as pointing out the devaluing 
behaviour, showing an understanding of why the client is behaving in that way but 
informing them of the consequences of their behaviour.
Therapists will need to use their empathie understanding to keep the client in contact 
with their emotional suffering to ensure engagement with treatment; the narcissistic
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client will withdraw from therapy if no pain is felt. The ability to help a narcissistic 
client sit with the pain so that they do not switch into a defensive, alternative mode 
(such as avoidance as a detached self-soother) relies on the therapist’s skill in 
knowing how to be creative in the application of appropriate interventions within the 
transference and countertransference that occurs in sessions. Through 'empathie 
resonance' and by 'empathie immersing' (Kohut, 1984) in the client's conscious and 
unconscious experience, it is believed that a pluralistic, post modernistic approach 
will not only facilitate the creative practice required for the complexities of working 
with such clients, but will ultimately contribute considerably to the maturational 
process of the client's self, whilst providing the therapist with the insight required to 
support themselves to survive the relational attacks that they too will experience.
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Introduction to the Therapeutic Practice Dossier
The Therapeutic Practice Dossier provides a brief overview of the three clinical 
placements that I have held over the course of my training. Two placements were 
within the NHS and one, within a charity setting. I was supervised by qualified 
clinical and counselling psychologists who were experienced in the therapeutic 
approaches I was simultaneously learning.
I attained consent from clients in order to produce six Client Study/Process Reports 
which illustrated my individual work with clients at each placement. For each 
placement, I compiled a log book that provides an account of my client work. The log 
books and Client Study/Process Reports can be found in the Appendix and 
Attachment to the Portfolio.
Finally, the dossier concludes with my Final Clinical Paper. This provides a personal 
account which details my experiences as a trainee counselling psychologist as well as 
a client and, attempts to provide some insight into how I have made sense of who I am 
as a practitioner and individual today.
Over the three years, I gained experience working within four different therapeutic 
approaches: person-centred; systemic; psychodynamic; and cognitive-behavioural. 
My preferred therapeutic approach is psychodynamic (in particular the school of 
object relations) as from my clinical experience, my ability to produce rich 
formulations is enhanced from the theories and models this approach provides. 
Despite this preference, I highly value my ability to work as an integrative practitioner 
as being able to work across and integrate different schools of thoughts facilitates my 
ability to work with the diversity that the human experience brings. My internal 
process of integration is best identified by what Gendlin (1996) refers to as the 'felt
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sense’. This is an active approach whereby I connect to my concrete, bodily 
experience as I make contact with the clients experiencing of their difficulties, issues 
and situation. Adopting this approach informs me of the holistic, implicit sense of the 
ever changing experience of the here-and-now during the process of therapy. In the 
first instance, my felt sense is of a cognitive process that is cloudy and blurred as I try 
to connect to a range of approaches that might best help me to formulate a clients 
experience. Once this has been achieved, whereby I am able to find a symbol (or in 
this instance an approach) that matches and helps explain what it is that I am 
experiencing, the felt sense unfolds and shifts to what is called a 'felt shift'. Within 
myself, I experience this as a clearing of my thoughts and I regain my ability to think 
more clearly. I continually monitor my experience of this felt shift as additional 
therapeutic work produces further client material. This may result with earlier 
attempts to symbolise the clients distress within a particular model/theory, no longer 
matching the client's experiences. When this occurs, I will experience a “gut feeling” 
that something is not right. A tension is experienced within my stomach and my mind 
becomes cloudy once more. This leads me to reformulate the clients distress whereby 
I will once again draw upon a range of approaches and/or theories, until I re­
experience a felt shift. Using this approach to integration, keeps the clients experience 
as central for informing the work and despite my earlier stated preference, ensures 
that I am able to select from a broad range of approaches, models and theories so as to 
provide work that is formulated to best match their subjective experience of distress.
Successful completion of a practitioner doctorate requires a degree of interdependence 
between the trainee, the course and its tutors, the trainee cohort and other colleagues, 
supervisors and not least, personal therapy. All of these components and my 
relationship with them and, the individuals involved, have been essential for 
informing how I practice as a counselling psychologist. In recognition of the shift 
from interdependence towards independence as I come to qualify, I find myself 
reflecting on the trainee/qualification process as that depicted by Mahler's seperation- 
individuation theory. I am now having to contemplate what it means to be an 
independent practitioner. What will influence my choice in CPD? What schools of
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thought will I draw upon and how will I develop my ability to synthesise my skills to 
support future clients? Whilst these questions remain for now, unanswered, the 
foundations of my independence will be bom from my internal supervisor and my 
work will always be connected to those I have been related to previously and 
internalised. I do not yet know what I will look like as an independent counselling 
psychologist but I am aware that my pursuit of independence will be dynamic and one 
that continues, possibly for the remainder of my career.
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First Year Placement: NHS Secondary Care Adult Mental Health Service
September 2010 -  July 2011
In my first year of training, I was offered a placement within a secondary care adult 
mental health service. The service was part of the Community Mental Health Team. 
The staff group consisted of a heterogeneous collection of practitioners and clinical 
trainees who specialised in person-centred, cognitive-behavioural, systemic and 
psychodynamic practices. I had two supervisors: one was a counselling psychologist 
the other, a clinical psychologist and systemic therapist.
Clients were referred to the CMHT by their GP’s or other professionals within the 
team. A wide range of referrals were made from dermatillomania through to 
personality and psychotic difficulties.
Clients attended for weekly sessions that were predominately based within the person- 
centred approach but would also be informed by CBT interventions if, and where, 
appropriate. Depending on the client needs, and the approach being adopted, there 
were some variations in length a client could attend for sessions. The maximum 
number of 1:1 client sessions I offered was 24.
I was also a member of the systemic team and would see family clients one day a 
week (2 sessions) as part of the reflective team.
Observational and Professional activities
• I observed a CRISIS team (which consisted of mental health nurses) handover 
and, learned how the team communicated between shifts through the use of a 
team board.
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I observed a community team meeting held within an inpatient unit that was 
attended by six clients. Clients chaired and set the agenda with the aim to 
provide feedback to the staff team and enhance their care. Disagreements 
occurred between group members. From this, I learnt to recognise the role 
management and containment of aggression had, not just so that the group 
could continue, but also for all members to feel safe in order to do so.
I attended systemic team meetings to discuss with the team current waiting 
lists and new referrals.
I attended and contributed to monthly systemic seminars between the lead 
systemic therapist and other trainees. Prior to each seminar, we collaboratively 
decided upon a topic we would like to discuss for the following seminar. This 
would range from a discussion of journal articles to reviewing videoed 
sessions of systemic sessions to gain feedback and develop insight for future 
reflective conversations.
I attended multiple lunchtime seminars in which junior doctors would present 
psychiatric cases of interest for discussion. Some discussions were particularly 
lively and provided me with great insight into how psychiatrists come to 
formulate a client's distress.
I gave a presentation to the members of the psychology department about a 
client I was using a social constructionist perspective with. Although initially 
anxiety inducing, this proved to be a valuable experience as, I found avenues 
for thought and exploration when previously, I held felt quite stuck.
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Second Year Placement: Charity based organisation for children exposed to 
domestic violence 
September 2011 - July 2012
In my second year of training, I was offered a placement within a charity based 
organisation for traumatised children who had been exposed to domestic violence 
within their homes. The therapy service was small and consisted of two chartered 
counselling psychologists and three other counselling psychology trainees.
Clients were referred to the service by social workers, schools, youth workers or other 
agencies who were working with parents but recognised that the child might also 
benefit from psychological work. There were a broad range of referrals from PTSD, 
child sex abuse to separation anxiety.
Clients attended for weekly sessions. Depending on the age of the client, different 
approaches were employed. For clients aged 3-7 I used psychodynamic play therapy 
and for older clients, I would use a more integrative approach when required, such as 
person-centred or CBT. I saw clients for a minimum of five months. The longest time 
I saw one client was for 38 sessions.
I frequently consulted with other members of the team and outside agencies, such as 
social services, to ensure the safeguarding of the children I was working with.
Observational and Professional Activities
• I observed and conducted the administrative work for three assessments. 
These were conducted with the parents of children who were wanting their 
child to attend for sessions.
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upon the request of the clinical lead, I wrote a short piece on my role as a 
trainee counselling psychologist at the organisation, for Children in Need. 
Working collaboratively with another team member, I helped to design and 
produce a service leaflet for young children coming to the organisation. The 
aim was to help children contain their anxieties about coming for sessions.
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Third Year Placement: NHS Community Mental Health Team for Older Adults
September 2012-JuIy 2013
In my third year of training, I was offered a placement within a CMHT for Older 
Adults (those aged 65 years and over). The CMHT consisted of psychogeneriatricians, 
community psychiatric nurses, occupational therapists, support workers, a clinical 
psychologist and trainee clinical psychologists. My supervisor was a clinical 
psychologist.
Clients were referred to the CMHT by their GP’s or other professionals within the 
team. A wide range of referrals were made from recurrent depression to PTSD and 
GAD. These referrals were often in addition to ageing related concerns and physical 
impairments, such as memory loss, attentional difficulties and on occasion a diagnosis 
of dementia.
Clients had the opportunity to attend weekly individual sessions that were 
predominantly CBT in orientation. However, my supervisor would encourage me 
(where appropriate) to apply third wave approaches such as Mindfulness and 
Compassion Focused Therapy. Depending on client needs, individual sessions could 
be either short-term (8 weeks) or long-term (up to 24 sessions). For those diagnosed 
with dementia, clients had the opportunity to attend two groups depending on their 
level of functioning: dementia information support group (for newly diagnosed 
clients) or a cognitive stimulation group.
I frequently consulted with other members of the team, most often care co-ordinators 
of individual clients I was seeing as there were often issues, such as safeguarding and 
risk, that needed to be discussed and evaluated. In one particular incidence, I was 
required to consult with one of the team psychogeneriatricians on a personality
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disorder diagnosis for one of the clients I was seeing.
Observational and Professional Activities
• I developed and led an eight-week psychoeducational course ‘Dementia 
Information Support Group’ for clients who had recently been diagnosed with 
dementia. I arranged for speakers from the team, such as occupational 
therapists, physiotherapists and dementia advisors to come and present at 
sessions to provide clients with information about a range of services and 
support that was available to them. Each group ran for two hours.
• I co-facilitated a cognitive stimulation group. This was a group for clients who 
typically had been diagnosed with dementia for a long period of time. Clients 
attended with a career. The aim of the group was to support clients through 
their memory difficulties, to teach them skills and help them cope with their 
memory loss. Each session lasted an hour and a half.
• I co-facilitated two Rugby Reminiscence sessions which were designed to 
support men, who had a range of difficulties, engage with a social group. For 
each session, different topics were selected and discussed.
• I conducted numerous Addenbrooke’s Cognitive Examination III for either 
individual clients who reported cognitive difficulties or for members of the 
groups both pre and post assessments.
• I observed my clinical supervisor conducting a WAIS-IV for a client who had 
suspected dementia.
• I attended CPD seminars organised by psychologists from other teams within 
the same trust.
• Together with a clinical trainee, I co-presented a seminar on ‘Challenging 
behaviour in dementia’ to a number of professionals in the field, such as social 
workers and support workers as well as lay persons such as carers.
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Final Clinical Paper 
Fostering the capacity for integration: learning to welcome in the other
"It's such a sensual sport... you are utilizing every sense you have to power your shell 
through the water. I  can close my eyes andfeel the centre o f my body and whether it's 
off balance or not, whether I'm mshing the slide, I  can hear the depth o f my oars in 
the water and can gauge how relaxed I  am. "
Cindy Bishop
Introduction
I am a rower. I am a trainee counselling psychologist. Although I have many other 
identities: sister, partner, cat mum, etc. the more I thought about the identities of 
“rower” and “trainee”, the greater the parallel between the two seemed. To the 
untrained eye, when done well, both are breath taking in their elegance and seemingly 
effortless. The reality is that, at some stage, each consists of extreme discomfort. You 
leam to develop an ease with uncertainty and integrate skills that initially feel 
completely foreign in order to “connect” with others, be it coaches, supervisors, 
clients or the boat. In both instances, it is vital to remain connected to the body in 
order to make contact with the process of the work and to be informed of the impact it 
will have. Emotions can become so charged and at times painful that you question 
your ability to survive. During periods of real danger, to capsize seems inevitable. 
When this happens, you get back into the boat, and reintegrate your skills so that the 
next time the water becomes hazardous (as it inevitably will), you can draw from 
earlier experiences and remain sufficiently relaxed to “row through it”. Your progress 
is cyclical as each new season will bring a new coach or supervisor who will request 
that you row, train and practice in an entirely different way, and so your learning 
continues.
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Rowing has brought me into contact with the physical experiences I encounter; I 
know my body's strengths, weaknesses and what it needs to function under extreme 
exertion. Training as a counselling psychologist has brought me into contact with the 
complexity of the mind (both my own and others). I am only beginning to leam of its 
vulnerabilities and defences and how it too, has its limitations. Combining these 
experiences has brought to the fore the dualism that exists between the two and in 
adopting a Cartesian approach, I attempt to use both the mind and the body to inform 
my life, practice and the interventions I use. In this paper, I will use a rowing 
metaphor as I attempt to walk with you through some of the most significant 
developments I have made in the last three years, both personally and professionally, 
as my training has led me to recognise that the two cannot be separated.
Don’t you find it depressing?
At social gatherings, I am frequently met with the question “don't you find your job 
depressing?” and my response of “No! Quite the opposite” has often left people, and 
later myself, wanting to know how this can be so.
My career choice is more complex than the classic “I like helping others”. I thrive on 
the problem-solving pleasure of clarifying emotional confusion and the drive behind 
human behaviours as this is something I have leamed to do from a young age. My 
mother is a narcissist with very strong traits of the personality disorder. I came to this 
realisation in a rather uncomfortable psychodynamic lecture on narcissism and, later, 
within personal therapy. Throughout my life, I have been manipulated by her for her 
own gratitude; I do not exist outside of her needs. I have developed to be in-tune with 
her inner state, I know from her facial expression, tone of voice, breathing rate and 
body language how to appease her. I do not trust her to provide me with a safe 
emotional space because if I show vulnerabilities, I get attacked and shamed. As an 
adult, I am able to recognise the 'shadow effect' of my childhood environment. In my 
mother's presence, there is no space available to express emotions and allow for
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connection (a process that, according to Vogel (1994), is required for personality 
development in females). As a defence against this lack of connection and in 
recognition that displays of distress led to others withdrawal, I am fiercely 
counterdependent (Young & Klosko, 1993). I have unconsciously chosen to work in 
an environment where emotional contact can be made with minimal requests for 
exposing my own needs and vulnerabilities. Becoming a psychologist seemed the 
perfect choice to appease my own narcissistic “emotional hunger” (Maeder, 1989).
Why become a Counselling Psychologist?
Something I struggled with early in training was the drive for a sense of professional 
identity. Who and what is counselling psychology? Endless lectures, discussions and 
reflections never seemed to provide me with a concrete sense of the profession I was 
committing myself to. I do not doubt that this conflict will continue as the profession 
and I develop, but I have come to realise that in its absence of identity lies perhaps its 
greatest gift; to be a counselling psychologist, I do not have to conform to anything 
other than that which l am. Whilst this may mistakenly be seen as a passive position, 
truly knowing oneself, the good and the bad is, I believe, one of the most difficult, 
ongoing and courageous things a person can do. I can still recall the fear I felt as I 
walked towards my very first therapy session but as Hawkins (2002) points out, it is 
only “...in knowing ourselves, our motives and our needs, makes us more likely to be 
of real help” (pg. 14).
Coming towards the end of the training, I am better able to reflect on what being a 
counselling psychologist means for me. I value greatly the diversity within which the 
human is recognised. Being trained as a pluralistic practitioner facilitates my ability to 
adapt to this diversity and to critique the application of a variety of approaches so that 
I am in a position where I am better able to meet the needs of the client. Through my 
research, the realisation that I am hugely motivated by politics and strive to reduce 
social injustice as it impacts on human distress, is something that counselling 
psychology supports, welcomes and expects. At the core of the profession is the
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capacity to relate to others. To truly relate to another, and support them to welcome in 
their “other” (Cooper, 2009), is a process we, as professionals, need to have worked 
through ourselves. In line with Maeder (1989), I believe that personal problems for a 
therapist is not in itself a handicap (we too are human), but we need to ensure that the 
problems we do have are recognised, confronted and successfully resolved if we are 
to be of therapeutic use to our clients. Key to this process is the use of personal 
therapy as a way to develop self-reflection and awareness.
Initially I battled with the idea of personal therapy but now, after having spent hours 
sitting in the client’s chair, I have found that help and support from others is 
something I struggle to trust, so to avoid disappointment, I would dismiss the 
opportunity to develop this in my relationships. This is counter to everything I ask my 
clients to do. Breaking these defences has not been easy but in order to meet clients as 
a whole with an awareness of my ’shadow side’ will, I hope, facilitate the process of 
therapy as I have a developing sense of myself and am better able to identify my own 
material within any given session. As a trainee counselling psychologist, I have 
learned to integrate all these aspects: the self, the political and social context, human 
diversity and theory to help me support another to make sense of their distress and 
welcome in the totality of who they are, not just the diagnosis around which their 
treatment is based. This is why I want to be a counselling psychologist.
From this point in the paper, I have chosen to construct my development as a series of 
lessons. Throughout the years, I have never really moved on from these lessons. 
Instead, they seem to be ones to which I continually return as, being open to learning 
and remaining in the position of ’not knowing’ is in my view vital for both 
professional and personal development if I am to avoid embodying Clarkson’s (1994) 
“unconscious competence”. The numbers of lessons (three) are not finite but for the 
purpose of this paper, seemed appropriate to capture the key experiences I use to 
guide my own internal supervisor (Schon, 1987).
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Lesson 1: Breaking the stroke down...
o o om
Before you can take a stroke, you need to break it down and identify its component
parts.
To claim a neutral position as a therapist is naive as I hold to the systemic belief 
(developed from my first year placement) that we are comprised of parts from within 
a system. The beliefs and assumptions I bring into the therapy room are moulded by 
politics and the assumptions of gender, culture and the life history from which I have 
developed. The analysis of “me” as a person, therapist and researcher are key in 
enabling me to understand the positions I hold in relation to another and how this can 
play out within a therapeutic context. From here on in, I will use a small sample of 
client cases (selected because of the impact they have had upon me) from a range of 
modalities, contexts and time-frames to demonstrate how I have learned to understand 
the dynamics that are present in the therapeutic relationships I have had, and how 
these may have been informed from other relationships. All clients have been 
anonymised.
I was a very young infant when, due to an extramarital affair, my parents separated. 
This experience, compounded by the repetition of my mother's own early relational 
trauma (she lost her father very suddenly at the age of eight), led to a deterioration in 
her mental health. Lost in her own difficulties, it is highly unlikely that she would 
have been attuned to my needs as an infant and it is possible that she would not have 
been able to provide me with a mirror for my distress whilst communicating an 
incompatible effect (Fonagy 2001). Without a container (Bion, 1970) for distress and
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in a state of neither feeling safe when near or distant from her (Glasser, 1979), it is 
possible that as an infant I learned that emotions were overwhelming and unbearable. 
At one point, my grandmother came to look after us all and, throughout my 
childhood, would often tell me how on her arrival, I was quite malnourished (my head 
was reported to be far larger than the rest of my body). To this day, as my anxieties 
increase, I reach a point where I disconnect from my body and frequently 'forget' to 
eat during periods of distress. The avoidant-dismissing patterns of attachment I had 
with my mother were altered when my primary caregiver became my grandmother. 
With this secure attachment, I was better able to develop an integrated sense of self so 
I became capable of having functional relations with others.
Knowing about my relational difficulties and my fear of attachment proved vital for 
explaining the paralysing fear I felt when I started my second year placement where I 
worked with children who had experienced domestic violence. I had to be a container 
and a mirror for their distress and allow for an attachment to develop that I knew had 
to end at a fixed point in time. At a subconscious level, I honestly doubted my ability 
to provide and survive such processes. This prompted the decision, in consultation 
with my therapist (who not without resistance, I was learning to trust), to enhance my 
bi-weekly to weekly sessions in recognition of my vulnerabilities in working with this 
client group. It was not long before one supervisor acknowledged my fear and 
hesitancy of attachment from a verbatim script I brought to supervision. 
Unfortunately, her management of this left me feeling deeply shamed but, as the 
process had now been brought into the conscious, I took my fears and shame to 
personal therapy. The support this provided was invaluable as one three year old, male 
client I worked with brought a parallel story of the abandonment he experienced from 
his own father which he enacted in one very powerful session, where he destroyed the 
playroom and abandoned me, his therapist:
C: I don’t like your work. It’s silly.
As Daniel says this he crosses his arms and faces me looking very angry.
T: Sometimes when something’s really important to us and it has to stop.
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it can really hurt.
C: Barney is being naughty.
T; I wonder if Barney is being naughty because he doesn’t like being here
with me today. He’s angry that his sessions will end soon.
C: Yeah.
T: It’s OK to be sad and angry.
C: I WANT MY MUMMY!!!
T: It’s been really difficult for you today. If we leave the room now, we
can’t come back in today but I will see you next week.
C: Yeah, next week.
T: Let’s go then.
C: Yay!!!!
Daniel runs to his mum completely transformed from the angry little hoy he was
moments ago.
Due to his age, the content of the script is not rich. Yet I can still recall feeling so 
emotionally crippled by this session that, after he left the room, I remained kneeling 
for a good five minutes, feeling overwhelmed with sadness. Despite the parallels in 
our stories, applying object relations theory enabled me to make sense of this 
experience. Daniel had projected on to me the distress he had felt when his father left. 
The following three sessions were filled with love and hate, longing and fear. These 
sessions were hard and the work was made more difficult as my supervisor situation 
on placement was complex. Our final session arrived and, upon seeing Daniel run 
towards me with a huge smile upon his face, I knew something had changed for him. 
In my continued ability to acknowledge and contain his distress, the fragmented 
images of Good and Bad Other and Self were united; we had achieved a good enough 
ending. Through the turbulence of our work, Daniel had been able to take back his 
projections of his own internal conflicts and, as a consequence of this, his mother 
spoke of a little boy who feared separation less, was less physically aggressive at 
home, and who was able to eat a wider variety of foods.
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Lesson 2: Expect the boat to rock
At some point, the boat will capsize. The cold water will shock you but the currents in 
the Tideway are dangerous. You have to get back in that boat as that is the only way
back to safety.
Assuming a position where we believe we can help others and that others want to be 
helped by us has been challenged by the experiences I have had within my research. 
Although I myself have experienced a heterosexual relationship that was emotionally 
abusive (and believe this experience provides me with some insight into the complex 
dynamics of abusive relationships), my framework has had to adjust when researching 
into intimate partner abuse in sexual minorities. Even though I have experience of 
sexual minority individuals through close friendships, the research has made me 
acutely aware of my out-group status. My use of language and naive assumptions has 
often provided me with this steep realisation as one participant (a gay, male therapist) 
pointed out:
I've, I've got to... what's the word I  want? Erm, I've got to interrogate your 
categories each time you use them because otherwise I'll be seduced by 
them. You'll give me a heuristic sense o f believability which, actually, I  
don't think reflects the clinical reality.
In continuing my research in this area, I have come to recognise a need to enhance my 
familiarity with LGBT culture, I have attempted to inform my knowledge from social 
media websites and have attended LGBT events in the company of LGB friends.
My second research project sought to develop a bisexual theory of intimate partner 
abuse. During the recruitment phase of this project, I attempted to use an on-line 
bisexual forum. I received a hostile telephone call from a forum user who informed
75
me that my posts were inappropriate as people on the site were vulnerable, and that to 
post about intimate partner violence in such a way was potentially very damaging. My 
research ethics were challenged and I was removed from the site. When the call 
ended, I was physically shaking as I felt like an intrusive outsider. Under the guidance 
of my research supervisor, it became apparent that no research ethics or forum 
guidelines had been broken. What it did highlight for me is that although the internet 
can provide access for hard-to-reach participant groups, there may be some 
individuals who want it to remain that way, and, in the future, although I believe my 
motives are for the greater good, I now recognise that not everyone will interpret 
them in that way.
I hope that people have found working with me beneficial, but I acknowledge that 
their therapeutic experience may not always bring about the changes they hoped for. 
One such example comes from my current work with an older male client who was 
referred after a suicide attempt. From early on, I felt stuck in my ability to think with 
the client as I felt unable to connect with him as his sense of shame about his 
difficulties prevented him from showing others the reality of his experience. Although 
I shared this with him and asked him to try and show me his experience “behind the 
mask”, the mask remains in place. His responses to my lines of enquiry tend to be 
brief, factual and devoid of emotion and I have often described my therapeutic 
experience of him to my supervisor “like getting blood from a stone”. Our continued 
inability to connect made me begin to wonder if my gender and age made it difficult 
for him to speak of his vulnerabilities so I used supervision to explore the possibility 
of this. In doing so, I came to recognise that this was a topic that had to be brought 
into the room for discussion. The client looked confused and surprised (he avoided 
eye contact and became red in the face) at my exploration of this but stated that he 
had no concerns about either my age or gender. From his physical response, I remain 
uncertain that this is true but wait to see how (and if) this evolves. I have supported 
him to learn and implement techniques (such as habit reversal training) which I have 
previously used with success but he remains “paralysed” in his ability to get started. I 
frequently discuss his case with his CPN. In sharing our experiences of him and in
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recognising the similarities in his inability to allow others access to his inner world, I 
have come to acknowledge that our work may be one part in a chain of therapeutic 
experiences. We have six remaining sessions and, regardless of the approach we use, I 
sense that our work will not be detectable by outcome measures. Instead, our work 
needs to focus on the cornerstone of counselling psychology: the therapeutic 
relationship. In enabling this client to develop a ’good enough’ therapeutic 
relationship, I hope that in the friture, with another therapist (as my placement is due 
to end soon), he will be able to remove the mask that he wears.
As a reflective member of a systemic team, I can recall an incident that had a 
profound impact on me as it taught me when to allow for turbulence in a relationship 
and how transformative this can be. For this example, I shall provide a vignette:
A woman in her early thirties with a diagnosis of anorexia had been 
referred to the systemic team as she was experiencing difficulties with her 
romantic partner. She presented for her first session with her male partner. 
Introducing the systemic way of working, we were invited into the room 
to introduce ourselves to the couple. Once the reflective team were settled 
again behind the two-way mirror, the female client vehemently stated that 
she had made it clear that she did not want trainees involved with her 
case. She became verbally aggressive and questioned how far we were in 
training for as far as she had known, we were only training for a week!
Within the reflecting room, this caused a stir both within me and my colleague (a first 
year clinical trainee). For that day, we constituted the sum of the reflecting team. I 
found myself wondering if she was right. What if I was not good enough? I began to 
feel inadequate and experienced a sense of shame started to creep in. As if a light- 
switch had been turned on, I realised that this process was not mine and recognised 
that something was being acted out. The atmosphere, as we walked back into the 
therapy room to start our reflections, was tense. I opened with the reflection about the 
impact her words had had on me and acknowledged that I was left wondering if this
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was the process she often experienced for herself. Immediately, both members of the 
couple burst out laughing. Once our reflections were completed, the female client 
spoke about how this reflection identified the very thing she struggles with the most in 
the relationships she has. Despite the session not being ascribed as psychoanalytic 
family therapy, it was through the application of countertransferential theory that I 
was able to make sense of the experience. Unfortunately, my placement in this setting 
soon finished so I was unable to find out how her story and her ability to allow others 
to connect with her, despite her tendency towards criticism, progressed.
Lesson 3 :1 cannot move the boat by myself.
As soon as you tense up, your rowing style alters. When this happens, remain relaxed, 
breath and trust in your ability to integrate your skills. Work as a team to find  the
stream.
In my third year, I chose to work within a CMHT for older adults utilising a CBT 
model. Whilst I value CBT as a therapeutic model, the power dynamics it can set up 
within a therapeutic alliance cannot be ignored. Although I aspire to adopt a 
collaborative approach when working within the model, its basis within treatment 
manuals for medical diagnosis can at times lend the approach to a linear and 
hierarchical relationship. The extent to which the power dynamics can present within 
a therapeutic relationship can also depend on client’s expectations. Working with older 
adults in a geographically middle-class town has led me to recognise that quite a 
number of clients have a distinct generational attitude in their relationship to help. 
Many come to therapy because they are told to, and fewer have an intrinsic
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motivation for change, which has been identified as necessary to sustain effort 
(Sheldon & Elliot 1999). I often found myself positioned as the expert therapist who 
diagnoses the cause of their dysfunctional behaviour and then applies to this the 
appropriate treatment. I have found working in this position difficult as, when my 
own schema of “demanding standards” (Haarhoff, 2006) becomes activated, I become 
motivated to work harder both in and outside of sessions which can leave me 
exhausted and enhance the notion of a hierarchical relationship. The realisation of this 
dynamic presented very clearly in one particular session I had with a female client in 
her mid-seventies. We had had three sessions and, despite my attempts to explore 
what it was that she actually wanted to change, I remained unsure. In our fourth 
session, I applied some motivational interviewing techniques to explore her 
motivation for change and can recall feeling shocked when she informed me “well, 
that's your job! You're supposed to tell me what's wrong with me and fix it”. 
Reflecting on this experience enhances my desire to continue aspiring towards a 
collaborative, relational, non-hierarchical model. To do this, it is important to remind 
ourselves of Bohart's (2000) view that the client is an “active self-healer” and that 
therapists need to adopt the position where we provide the tools clients can use to 
self-actualise rather than use techniques to operate on them.
Like many difficult experiences I have encountered in my training, key to my learning 
process has been the support I have received from my supervisors where they have 
been sufficiently containing, so I have been able to bring to them potentially naive 
queries and to admit that “I don't know”. As I encourage my clients towards self- 
knowledge, understanding and autonomy, I use supervision to develop my own ideas, 
thinking and meanings. Over the course of my training, I have developed my own 
internal locus of evaluation (Rogers, 1951). Whilst I still truly value and believe in the 
learning power of supervision, I have begun to develop a belief in my own clinical 
judgement as I have internalised many qualities of supervisors present and past to 
make clinical decisions in the here-and-now of client work. This internal supervisor is 
particularly salient as it reminds me that, when there is something I do not want to 
bring to supervision (because it is difficult/opaque/shaming), this is the very thing I
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ought to bring. An instance where this has proven invaluable was in my second year, 
when feedback from a verbatim script I presented was difficult for me to hear, but 
brought about a significant in shift in how I worked; I began to focus on the 
interpersonal dynamics rather than the external world:
C: Aarrrrggghhhh! ! ! He's got me, he's got me! ! !
I  recognised that this was a continuation o f the game we had been playing the 
previous week,
T: Get off him! ! He's a good boy! Abdul, I'll help you! ! Get off him.
C: Let's hit him with this.
T: Yeah! Poke out his eyes so he can't watch us anymore!
After a few  minutes ofplaying this game, Abdul rushes to the door,
T: Oh! Where are you going?
C: To the toilet.
My supervisor brought to my attention how I had in this instance been colluding with 
the role of the abuser. I can recall feeling distressed by this feedback but this 
facilitated my ability to interpret the following extract:
Abdul puts the doll down and then stares the stuffed cat in the face. Walking 
over to the tool station, he picks up the screwdriver and returns to the stuffed 
cat and then starts to poke the cat in the eye with the screwdriver.
T: Why are you doing that?
C: 'Cos he was staring at me.
T: I wonder why he was staring.
C: 'Cos I'm bad.
T: What have you done that makes you bad?
I was the watchful tiger. Supervision provided me with the space to recognise that 
Abdul had experienced me as a scary figure and that he was acting out his fear rather
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than playing it. Shifting the focus of our work enabled Abdul to play out his fear 
alongside me and, at times where he tried to approach his fearful object and attempt 
separation-individuation (Mahler, 1968), he would return to my side when his feelings 
became overwhelming. A real tenderness developed between us so I was delighted to 
hear that, as a result of his time in therapy, his school reports spoke of Abdul's 
enhanced ability to concentrate in lessons, and his mum spoke about how he was 
again able to show love and caring within the family environment.
Completing the season; preparing for the next.
Key to the professional obligations I hold for clients, colleagues and society is the 
obligation I hold to myself. A placement interviewer once asked me the question “how 
resilient are you?”. I did not know then what my capacity was and I still do not know 
now, largely because I do not think of resilience as a fixed concept. Its dynamical 
nature requires constant monitoring if we, as practitioners, are to maintain a level of 
personal (and professional) functioning. What I know helps maintain my resilience is 
the use of sport as a cathartic release for work (and other) tensions; allowing myself 
time to laugh and to simply be where not every minute of my day is accounted for. 
This career path is not an easy one, but it is one I want to remain on. To manage 
vicarious traumatisation and distress, I have to continue to try and change my own 
story and be prepared to do what it is I ask of my clients; reach out for support and 
trust others to respond and attended to my needs when my ability to manage weakens.
I am heading towards the finish line of this season in my professional development 
and I am aware of a sense of ambiguity about what lies ahead. On one hand I am 
troubled by the final 100 metres of the race. I am tired but I know that I have to keep 
my head and my heart in the boat to reach the finish line. On the other hand, I am 
keen to start the next season of my professional life. I have solid theoretical 
foundations upon which to develop my skills as a practitioner and I am unbelievably 
excited about having the space to develop into the practitioner I choose to be, not just 
the one the course requires of me. The new season will be a phase of experimentation
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and uncertainty but is an adventure I feel ready to welcome in.
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Introduction to the Research Dossier
The Research Dossier consists of a literature review and two pieces of qualitative 
research. The focus of all three was on intimate partner violence within sexual 
minorities. The first report presented was a literature review aiming to address the 
question about the current empirical situation within the UK on LGBT intimate 
partner violence (IPV). Through conducting this work, many areas of knowledge were 
identified to be lacking. In light of the literature review, it was decided that it would 
be beneficial to conduct an empirical study investigating therapists’ experiences of 
working with clients who had experienced IPV. The analysis of the data raised further 
questions and insights. In particular, the missing voice of bisexual clients. A third 
empirical study was conducted, qualitatively investigating bisexual people’s 
experience of intimate partner violence.
Within my personal practice, this research has highlighted for me the impact the 
socio-political context can have on a person and how, this can contribute to a person's 
distress. Consequently, I now connect with and recognise the need to make space 
within the therapeutic setting, for the socio-political context clients bring. Through the 
evolving process of the research, I have reinforced my postmodernist approach to 
categories and have extended this to incorporate the category “LGBT”. I have learnt 
that whilst there are similarities, differences do exist within and between member 
groups which result in a very diverse experience of minority stress. Personally and 
within my practice, taken-for-granted heteronormative language, labels and 
assumptions, need to be considered and adapted. To facilitate this, the use of the 
individual's frame and prioritisation of the subjective experience has once again been 
emphasised.
Rather concemingly, the research conducted highlights how the majority of sexual
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minority individuals were unable to identify their experience as abusive and as a 
consequence, remained within these relationships for longer. Hence, one of the main 
implications of the research conducted here, is to inform sexual minority individuals 
and the services, professionals and organisations that work with them, how to 
recognise sexual minority partner abuse. Participants from both studies did not know 
where to go for sexual minority couple counselling and so did not engage with early 
relationship support. Due to this, it is proposed that additional advertising of such 
support services, is desperately needed to ensure early interventions can be provided. 
The work supports a drive towards developing orientation specific support and 
services, which is informed by sexual minority individuals, as although similarities in 
partner abuse do exist across the human experience, it is within the differences that 
difficulties present.
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Abstract
Intimate partner violence (IPV) is known to occur within lesbian, gay, bisexual and 
transgender (LGBT) relationships. The aim of this paper is to examine and 
consolidate the UK literature and empirical base to provide information about the 
current LGBT IPV situation in the UK. The review starts by drawing on international 
literature to provide a theoretical explanation of IPV. The focus then becomes specific 
to material, research projects and developments conducted within the UK with 
perceived knowledge gaps being identified. This review hopes to inform practice and 
facilitate the development of services for this client group.
Keywords: IPV, LGBT community, UK.
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Intimate partner violence within the LGBT Community: What is the UK situation?
Domestic violence is a social problem that occurs throughout the world (Watts & 
Zimmerman, 2002) and comes with a history that is said to be as old as civilisation 
itself (Davidson, 1977). It was only in the 1970’s, as a result of the feminist 
movement and a subsequent increase in public awareness, that domestic violence 
became recognised as a problem that needed to be stopped (Burke & Follingstad, 
1999; Chan 2005; Donovan, Hester, Holmes, & McCarry, 2006; Lockhart, White, 
Causby, & Isaac, 1994; Renzetti, 1988). The research history of LGBT IPV has a 
much shorter history than that of domestic violence in heterosexual relationships. 
Subsequently the understanding of IPV has evolved from the heterosexual literature 
on domestic abuse/violence. Ristock and Timbang (2005) posit that the marginalized 
features of minority communities are not well-reflected in the prevalent anti-violence 
literature. This holds implications for the development of LGBT sensitive 
interventions and potentially presents significant access barriers for those individuals 
in need of help and support.
Domestic violence is known to span across all major racial groups, ages and social 
classes (Berrios & Grady, 1991; Browne & Law, 2007; McDermott, 2011; Stets, 
1988).
Reflection box 1: Relationship to topic
I too have experienced violence in a relationship. My desire to research into 
this topic was fuelled by me wanting to know more about how I managed to 
get into this situation. I mean, how could this have happened to me? To this 
review, I bring with me, some sense of insight into the shock, shame and 
denial a person can experience and have used this and at times, have learned 
to bracket this, to facilitate my critique of the empirical work available.
Currently, there are many definitions of ‘domestic violence’ in existence; the variation
89
of which seems dependent upon organisational manifestos. Much of the literature to 
be reviewed here gives reference to the definition of domestic violence as stipulated 
by the United Kingdom (UK) Government: “Any incident of threatening behaviour, 
violence or abuse [psychological, physical, sexual, financial or emotional] between 
adults who are, or have been intimate partners or family members, regardless of 
gender or sexuality” (The National Domestic Violence Delivery Plan, 2007). Upon 
closer inspection of the definition, whilst exclusive in its application to adults (which 
is problematic as children can also experience domestic violence), the range of 
relational contexts in which domestic violence can occur is broader than could 
originally be assumed. In particular, the reference to ‘gender or sexuality’ 
acknowledges that domestic violence does happen outside of heterosexual 
relationships (this is something which is further attributed to by the Domestic 
Violence, Crime & Victims Act of 2004 which extends the availability of injunctions 
to spme-sex couples).
Reflection box 2: Choosing the participant group
I am heterosexual in orientation but whilst in the presence of a group of 
lesbian and bisexual friends, I found myself thinking of the ‘1 in 4 ’ 
domestic violence statistic and began to wonder if my experience of 
partner violence was shared with anyone else in the room. I came to the 
realisation that I had no idea about LGBT IPV; did it even exist? In my 
heterosexual world, I hadn’t ever come across any academic literature or 
organisations offering support for LGBT individuals who had experienced 
IPV. It was from the position of discomfort about my ignorance that I 
became curious about the phenomenon.
Alternatives to heterosexual relationships, specifically membership to the LGBT 
community, marks individuals and their relationships as a minority group in relation 
to the socially constructed heterosexual norms of society. This review draws on a 
socially constructed perspective of IPV for which a critical stance has been fostered 
towards taken-for-granted knowledge (which is culturally and historically specific)
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and recognises that the knowledge of IPV is sustained by social processes and action 
(Burr, 2004). This literature review is UK specific as whilst cross-cultural contextual 
comparisons of IPV has had claims of appropriateness (Burke, Jordan & Owen,
2002), the difference in socio-political cultures and “ ...global imbalances of wealth 
and power” (Sinfield, pp.203) makes cross-cultural parallels questionable. This is a 
stance supported by The Scottish Executive (2002) who claimed that similarities of 
abusive experiences between men living in the UK cannot be drawn between North 
American or Australasian males.
Considering this incompatible stance on cross-cultural comparisons, the 
appropriateness of making comparisons between member groups of the LGBT 
community has since been questioned. Within this review it is recognised that varying 
quantities of research have been conducted for different member groups and that 
perhaps the LGBT community should not be considered as a homogeneous group; 
they do not see themselves as having a common identity (Dollimore, 1997; Prosser, 
1997) and tensions between the member groups have been highlighted (West, 2000). 
Due to the community’s contrary position to heterosexual norms, and the application 
of Queer theory within critical analysis, this literature review will consolidate the UK 
information available for all group members of the LGBT community but remains 
aware of a caveat for generalizability. Further support for an all-inclusive review is 
presented when considering the inclusion of transgender IPV literature. Whilst this 
group is concerned with gender identity rather than sexual orientation, the UK 
transgender community is thought to be very small so transgender individuals 
associate with lesbian, gay and bisexual communities (Breitenbach, 2004); to omit 
this member group from inclusion in this review may lead to anomalous analyses.
To date, there is no published review of IPV within the UK LGBT community. This 
may in part be due to a lack of empirical work conducted specifically within the UK 
(Rowlands, 2006). However, it is felt that a review of the development and status of 
the empirical work in this area is timely. Much of the UK research into this 
phenomenon has been conducted at a local-level (primarily due to the way in which
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services gain funding in the UK) so this literature review does not limit itself to 
empirically peer-reviewed work but also draws on information from a range of 
sources including that from statutory agencies, academic institutions, the voluntary 
sector and campaigning organisations.
The theoretical development of intimate partner violence
The literature demonstrates that there is no “typical” experience, “victim” or 
“perpetrator” of domestic violence. Common forms of abuse that may be experienced 
include: constant criticism; threats; insults; being slapped, kicked, punched; having 
something thrown at them; attacked with a weapon; injury with a weapon; inflicting 
cuts, bruises or broken bones; being humiliated; rape; and murder (Walsh, 1996).
Reflecting on these forms of abuse, people often question why a person would remain 
in an abusive relationship; why don’t they just leave? Whilst this topic is outside the 
scope of this review, the ‘Cycle of Violence’ (Figure 1), is a concept that would be 
useful for consideration. Within this cycle, there is a gradual increase in the frequency 
and severity of the abuse over time with each abusive episode interspersed with 
periods of loving behaviour. Whilst established to explain the pattern of violent 
behaviour within heterosexual relationships, the ‘Cycle of Violence’ has gained 
support as being demonstrative of the pattern of abuse that also occurs within same- 
sex relationships (Richards, Noret & Rivers, 2003).
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Figure 1: Cycle of Violence based on Walker (1979)
Many theories on domestic violence/abuse exist but one that has gained support from 
academics concerned with LGBT IPV (Hart, 1986; Lockliart et al., 1994) is the 
exchange/social control theory of intimate violence (Gelles, 1997). This seemingly 
primitive theory builds from the position that human interaction is guided by reward 
seeking and avoiding costs and punishments, i.e. people will use violence towards 
family members when the costs of being violent do not outweigh the rewards: in other 
words, “People hit and abuse family members because they can” (Gelles, 1997, pp. 
133).
An alternative approach which considers the socio-cultural implications of power and 
control within LGBT relationships has developed from Pence and Paymar (1993) who 
posited that perpetrators of domestic violence in heterosexual relationships attempt to 
gain power and control over their partners. This validates the idea that coercion and 
control of one partner over another is key to the process of domestic violence; the 
liberty and autonomy of the “victim” is jeopardised and progressively reduced (Stark,
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2007). Whilst originally developed for women of heterosexual relationships, this 
framework for IPV has gained support for its application to the experiences of those 
in same-sex relationships (Morrow & Hawxhurst, 1989; Whiting, 2007). However, 
research developments into the concepts of power and control within male gay 
relationships (same-sex relationships have been portrayed as holding more closely 
with equalitarian ideals [Clark, Burgoyne & Bums, 2005] meaning that more equal 
divisions of power and control exist), has suggested that it is the division of power, 
rather than an imbalance which is a factor for vulnerability to IPV (Landolt & Dutton, 
1997). The concept of power in any form for lesbian IPV is less conclusive (Bologna, 
Waterman, & Dawson, 1987). Perhaps the concepts of power and control need to be 
reframed for their application to the LGBT community? Crucial to this process is the 
consideration of the concepts of heterosexism and homophobia.
Heterosexism and homophobia -  accounting for difference
The literature does indicate that there are similarities in the experience of heterosexual 
domestic abuse/violence and LGBT IPV (Donovan et al. 2006; Renzetti, 1989; 
Richards et al. 2003). However, the differences are said to be located within LGBT 
individuals’ experience of heterosexism and homophobia. Heterosexism ‘...describes 
the process whereby heterosexual norm and behaviours are maintained as the 
dominant way of understanding the world” (Dodds, Keogh & Hickson, 2005, pp.2). 
The impact of heterosexism and homophobia, and its resultant oppressive culture for 
LGBT members, is thought to cause ‘minority stress’. Minority stress refers to the 
additional stressors a person will encounter as a direct result of minority group 
membership and refers specifically to the experiences of stigmatisation and 
discrimination (Balsam, 2005). For example, the threat of social isolation on a grand 
level for LGBT individuals experiencing IPV is vital for informing formulations and 
interventions offered to an individual (Brown, 2008). Taking the concepts of 
heterosexism and homophobia into consideration has enabled the development of one 
of the most commonly cited profiles of LGBT IPV abuse the ‘Lesbian/Gay Power and 
Control Wheel’ (Roe & Jagodinsky, 1995), which captures how these concepts
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facilitate a perpetrator’s attempt to have control and power over their partner.
In line with aspects of power and control in abusive LGBT relationships, the feminist 
perspective has been imperative in the development of the knowledge base of LGBT 
IPV.
Reflection box 3: Connection to feminisim
As a caveat, I use a liberal feminist perspective to make sense of my 
world and others in relation to me. My comfort with this perspective 
developed from a childhood that was female-only until the age of fifteen. 
This, along with my counselling psychology training, which encourages 
the social context and diversity to be considered, functions to facilitate my 
understanding of oppression and its impact upon many individuals and 
circumstances both personally and professionally.
This perspective posits that domestic violence occurs as a result of male oppression 
on women within a patriarchal system (Dobash & Dobash, 1979; Walker 1979). Such 
a gender-based perspective sees the power imbalance between men and women as key 
to understanding both the violence and the inability for women to extricate themselves 
from the situation. On one hand, it could be argued that this heteronormative gender 
model compounds society’s norms and positions same-sex partners as less able to 
harm each other as significantly as opposite sex partners (Barnes, 2008; Seelau, 
Seelau & Poorman, 2003). Although, by arguing that gender is a socially constructed 
concept, the application of this model (which ultimately projects the idea that one 
member of an intimate couple seeks to dominate another within a patriarchal system) 
to same-sex IPV is possible. However, the application of the gender model to LGBT 
(and heterosexual) intimate relationships needs to be made with caution as ideas about 
who can be the “perpetrator” and the “victim”, have the potential to make obsolete an 
individual’s experience of IPV (or domestic violence). This may result with some 
individuals not being able to identify their experience appropriately (Barnes, 2008; 
Walsh, 1996; Whiting, 2007).
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Reflection box 4: Developing questions...
From this, I began to wonder how clients who had experienced LGBT IPV 
would present in sessions. Without a frame of reference, how would they 
bring their experience, if at all?____________________________________
The application of the normative gender basis for understanding intimate LGBT 
relationships is questionable. For instance, for the lesbian and gay community, it was 
found that homogenous selection was a key defining feature of their relationships, i.e. 
individuals were attracted to those that exhibited a similar degree of masculinity or 
femininity to themselves (Harry, 1984; Landolt et al., 1997). For transgender 
individuals, who have non-binary genders, they are at particular risk of their identity 
being invalidated (and possibly their ability to identify their experience of IPV) as 
society posits that only two genders exist (Devor, 1993; Roch, Ritchie & Morton, 
2010).
The majority of literature that does exist on same-sex partner abuse has focused on 
lesbian relationships. Literature regarding IPV amongst gay males is less prevalent 
(Seelau et al. 2003). One of the reasons may be that the feminist perspective has lent 
itself to the academic development of Women’s Studies, which in turn has given rise 
to Lesbian Studies. Comparatively, there is a real lack of international literature that 
specifically focuses on bisexual and transsexual IPV. With respect to the UK situation, 
there is a curiosity as to whether the evidence base mirrors the international picture or 
if it differs and if it does, how?
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The UK LGBT Community & IPV
Reflection box 5: Developing a context specific lens
Previous employment ventures made me aware of the variation that can 
exist within the human experience due to the socio-cultural context. This 
was my main motivating factor for focusing the literature review on the UK 
empirical base. As a psychologist working in this country, I wanted to be 
informed of the reality of the LGBT environment here rather than assume it 
to be akin to the US or elsewhere. This is particularly salient as the socio­
political impact on LGBT members vary both within and between countries.
Within the UK population, there is wide speculation as to the size of the LGBT 
community (Purdam, Wilson, Afkhami & Olsen, 2008) which amongst other things, is 
hindered by the UK Census not asking questions about sexual orientation. Recently, 
the Office for National Statistics (Joloza, Evans & O'Brien, 2010) conducted a survey 
which found that almost three-quarters of a million adults identified themselves as 
gay, lesbian or bisexual. This equates to 1.5% of the total UK population. This 
estimate has been contested by the charity Stonewall (2010) who suggested that the 
actual figure is likely to be higher. Prior to this survey, the Government estimated that 
the size of the LGB community was between 5-7% of the population. Currently, there 
is no substantive knowledge on the number of people in the UK who identify as 
transgender or have other gender identities. For instance. Press for Change (as cited in 
Whittle, Turner & Al-Alami, 2007), referred to the 1,660 individuals awarded a 
Gender Recognition Certificate (which allows for the creation of a modified birth 
certificate to reflect the holder's new gender) to provide an estimate. The variability 
within these population estimates demonstrates that, despite Government efforts, there 
is still broad speculation as to the actual size of the UK LGBT community (perhaps 
indicating that this is work that may be better conducted by a non-Govemment 
organisation). Something to consider is that the socio-political environment that 
currently exists in the UK (and the consequences this may have for individuals when 
declaring their sexual orientation) may make the reality of obtaining an estimate of
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the UK LGBT community impossible at this (or any) time.
One could argue that without the knowledge of a UK LGBT population estimate, it is 
impossible to identify the LGBT level of need for IPV service support. IPV has been 
estimated to affect 1 in 4 people who are members of the lesbian and gay community 
in the UK (Henderson, 2003), a figure equivalent to that found for members of the 
general public (British Crime Survey, 2009/10). A national level prevalence estimate 
for the occurrence of IPV within bisexual and transgender populations is currently 
unavailable. The cost of domestic violence within the general population for the state, 
employers and victims has been conservatively estimated (through the 
implementation of the Home Office framework for costs) to be around £23 billion a 
year (Walby, 2004). Despite concerns raised about funding restrictions impacting on 
domestic violence services (Tesch, 2010), in 2010 the Home Secretary allocated more 
than £28 million for specialist services to tackle sexual and domestic violence against 
women and girls until 2015. There is however no mention of lesbian or female 
bisexual specific support services being developed from this funding. A similar 
occurrence was seen in Northern Ireland, where the Government attributed £1.26 
million pounds towards the development of two additional domestic violence refuges. 
None of this funding was allocated to the development of services for gay/bisexual 
males who had experienced IVP (Knox, 1999). Perhaps this is indicative of how 
Government organisations are orientated towards heterosexism as suggested by 
Dodds et al. (2005). Not all organisations are culpable of this approach: Women’s Aid 
(2007) spoke about the need to secure a funding framework for the provision to all 
adult and child services of domestic violence/abuse. Women’s Aid suggested that the 
current commissioning service, which allocates funding at a local level, places 
specialist domestic violence services under threat due to under-representation of 
women’s services on Local Strategic Partnerships. In parallel, for the development of 
LGBT specific services, there needs to be sufficient representation at local-level 
decision-making bodies so that the needs of the LGBT community can be recognised 
and prioritised in planning and funding strategies. This representation may be lacking 
as Broken Rainbow (as cited by Limbrick, 2003) posits that IPV is concealed to
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protect the LGBT community; members do not wish to make obvious the relationship 
difficulties that can be experienced, to a homophobic/heterosexist society.
There are claims that the pervasive heterosexual public story of domestic violence has 
prevented many LGBT individuals from recognising their experiences as ones of IPV 
(Bames, 2008; Donovan et al., 2006). Of particular concern is that this may prevent 
individuals fi*om engaging with help-seeking behaviours (Donovan et al., 2006) 
because for someone to recognise that they are experiencing IPV, they need to name 
the experience as such (Donovan & Hester, 2010).
Having considered the societal context in the UK for LGBT IPV, and with the view to 
informing our knowledge about the abusive behaviours present within the 
phenomenon, the review will now consider material that looks specifically at 
prevalence rates and types of abuse LGBT individuals’ experience.
Abuse experienced and prevalence rates
It has been acknowledged that the language of heterosexual domestic violence does 
not map onto the experience of IPV within the LGBT community (Rowlands, 2006). 
This is possibly due to the labels used (“victim” and “perpetrator”) not matching with 
the self-perception held by LGBT members (Bames, 2008; Donovan & Hester, 2010). 
Further research to specifically identify the terminology members of the LGBT 
community use to explain and describe their experience of IPV is needed. The 
inability to label IPV as such is further compounded by the Home Office (HO) who 
defines domestic violence in terms of physical or sexual assault. This is problematic 
for the LGBT community as the most reported form of IPV experienced is emotional 
abuse (Browne et al. 2007; Donovan & Hester, 2010; Hunt & Fish, 2008; Roch et al. 
2010; Rowlands, 2005). It has been found that as with female victims of heterosexual 
violence, the incidence of identifying their experience as one of IPV increased when 
the abuse was physical rather than emotional (Donovan et al. 2006).
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Reflection box 6: Becoming physical
This fits my own experience as it was only after a physical assault was I 
able to make sense of what was happening. I became curious about whether 
this mirrored the experience of LGBT individuals.
At a societal level this perception of IPV needs to adjust and one way to facilitate this 
may be for the HO (and other public agencies and organisations) to align their 
definition of domestic violence/IPV more closely to the range of abusive behaviours 
an individual can be subject to.
Reflection box 7: A spectrum of abuse
From my personal experience, the words “victim” and “perpetrator” do not 
match the perception I hold. I am not a “victim”; I am someone who had an 
abusive relationship. The need for categorisation and consequently a 
reductionist approach is problematic for all. My understanding is that abuse 
in relationships occurs across a spectrum.
It is the abusive behaviours carried out in incidences of IPV that are considered to be 
unlawful (Domestic Violence Crime & Victims Act, 2004). Therefore, in the UK 
crime surveys, the British Crime Survey (BCS) 2009/10 has included self-completion 
questions regarding domestic violence yearly since 2004. With minimal explanation 
of the calculations conducted and consideration of the caveat that the results 
incorporated combined data from 2007/08 and 2008/09 (including respondents who 
were unable or refusing to answer the question on sexual orientation), the 2009/10 
BCS reports that people who were lesbian, gay or bisexual were nearly three times 
more likely to experience domestic abuse in the last twelve months than heterosexual 
individuals. This result was attributed to the younger age profile of respondents 
identifying themselves as lesbian, gay or bisexual as the highest risk age for domestic 
violence (which is claimed to be 16-24 compared with older age groups, Povey, 
Coleman, Kaiza, & Roe, 2008). However, it is possible that younger people feel more 
able to openly state their sexual orientation than older generations which may explain
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this result. Other crime surveys conducted in the UK (Scottish Crime and Justice 
Survey -  Partner Abuse, 2008/09; Domestic Abuse Recorded by the Police in 
Scotland, 2009-10 and the Northern Ireland Crime Survey, 2006/07) did not seek to 
identify the sexual orientation of the participant or their partner; all of the findings in 
these samples were applicable to the ‘general population’.
Whilst differences in prevalence according to gender were less pronounced than that 
in heterosexual populations, females were still found to experience a higher 
prevalence rate of IPV than males (excluding Henderson, 2003 -  see Table 1).
Table 1
Studies that record the prevalence o f  IVP according to gender
Study
Female
(%)
Male
(%)
Other
(%0
Browne et al. (2007) 36 27 40
Donovan et al. (2006)* 40.1 35.2 -
Henderson (2003)* 22 29 -
Limbrick (2002) 35 30 -
Limbrick (2003) 29 26 -
Limbrick (2005) 35 24 -
Limbrick (2007) 29 26 -
* denotes a national scale study
From Table 1, it is evident that even with the two national scale studies there was 
considerable discrepancy between prevalence rates. This may be explained by a 
development in the social acceptance of the LGBT community over the passing of 
time (McDermott, 2011; Stonewall 2007; Stormbreak, 2000), reflected by the later 
study consisting of participants who felt more able to be open about their relationship 
experiences. A result that warrants further investigation comes from Browne et al.’s
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(2007) finding that the identification of one’s gender as “other” places an individual at 
the highest level of risk for IPV.
Across studies, the three most common forms of IPV experienced by members of the 
LGBT community were: emotional; physical; and sexual abuse (Limbrick, 2007; 
Henderson, 2003; Rowlands, 2006; Donovan et al. 2006; Morton, 2008; Hunt et al. 
2008; Roch et al. 2010), often with multiple forms of abuse within a relationship 
(Limbrick, 2005). Other common experiences of IPV for members of the LGBT 
community were isolation from family and friends and being monitored or 
persistently checked-up on (Henderson, 2003). Sexual assault was reported as high for 
both males and females (Henderson et al. 2003), which runs counter to heterosexist 
assumptions. Bames (2010) claims that the greatest silence in lesbian relationships is 
that which surrounds sexual violence by female perpetrators of IPV. These results 
identify the forms of abuse within UK LGBT IPV relationships and should be used to 
inform how services develop their interventions, as well as highlighting areas for the 
training of service staff, if they are to be better positioned to help support the needs of 
individuals who are experiencing IPV.
With regard to specific forms of abuse encountered according to sexual orientation, 
research showed that gay males were more likely to report having their spending 
controlled and experience post-separation abuse (Donovan et al. 2006). Financial 
control may be a factor specific to abusive male gay and bisexual relationships as 
typically, lesbians are found to keep their finances separate (Blumstein & Schwartz, 
1983 as cited in Clarke et al., 2005). Evidence for power and control in lesbian and 
bisexual women’s relationships have been closely associated with individuals having 
their sexuality used against them (Donovan et al, 2006); therefore, a greater degree of 
“outness” can act as a protective factor against IPV. For the LGBT population it was a 
person’s sexual orientation that was the determining factor in the prevalence and type 
of IPV they experienced, not a person’s gender. This is perhaps indicative that 
researchers should move away from the gender-model of domestic violence when 
collecting information on IPV (something which is yet to happen).
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Whilst comparisons across studies need to be done with caution, the material suggests 
that transgender individuals have a much higher risk of IPV than any other LGBT 
group member (Browne, et ak, 2007; Roch et al, 2010). Standing Together Against 
Domestic Violence (2010) reported that one in three transgender people will report 
experiencing IPV at some point in their life. The three most common forms of abuse 
reported by transgender individuals were transgender emotional abuse; controlling 
behaviour from their partner; and sexually abusive behaviour (Morton, 2008; Roch et 
al. 2010). Of particular relevance for applied psychologists is the consideration of the 
impact of emotional abuse on transgender individuals, as the reaction of others to the 
individual’s transgender identity has been identified as contributing to a 7.7% higher 
suicide rate than that of the general population (Whittle et al., 2007). However, due to 
a scarcity of research within the UK exploring the epistemological and 
phenomenological experience of IPV amongst transgender individuals, few 
conclusions about the experience and impact of IPV can be made.
Risk factors for IPV
A comprehensive list of risk factors for domestic violence within the general 
population of England and Wales is provided by Walby (2004). Factors such as socio­
economic status, household income and social class (amongst others) were explored. 
The scope of this work highlights the paucity of parallel empirical work conducted for 
the LGBT community. Whilst Donovan et al. (2006) found that the vast majority of 
their respondents did not think there were any differences between domestic abuse in 
same sex and heterosexual relationships, discrepancies were acknowledged around 
factors of heterosexism and homophobia (internal and external). This implies that the 
factors identified by Walby (2004) need to be investigated for application to the 
LGBT community. However, Donovan and Hester (2008) have identified some IPV 
LGBT specific risk-factors such as the first LGBT relationship. This situation creates 
a particular circumstance in which abuse may occur, as the first relationship is key for 
confirming (or not) a person’s sexual identity and sense of self as an LGBT
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individual. It is at this stage that a person develops their confidence in what 
behaviours are acceptable in intimate LGBT relationships. Assuming a lack of 
entrenchment within LGBT friendships or community networks in which to air their 
concerns, new members may not be informed of other, more positive LGBT 
relationship models, or be aware of how or where to seek support in addressing the 
abuse that they may be experiencing.
IPV according to sexuality and risk factors specific to the LGBT community have 
been explored. It seems that whilst some similarities exist, clear phenomenological 
differences have been identified between LGBT and heterosexual IPV. Adopting this 
stance of “difference”, questions about how services support LGBT individuals who 
experience IPV arose: are adaptations made to the services in existence for this client 
group or are services in the UK providing a “one size fits all” strategy to IPV support 
(which may be problematic due to the differences in IPV experience according to 
sexual orientation)? The prevalence of IPV found to occur within the LGBT 
community demonstrates not only that the phenomenon exists but in line with the 
Equality Act (2010), demands that services address the difficulties experienced by this 
client group. The material reviewed validates the need for sexual orientation specific 
services; not gender specific as with heterosexual individuals. This holds implications 
for staff training as different abusive behaviours and patterns, such as gay males being 
at higher risk of experiencing repeat abuse in a relationship than lesbians (Henderson,
2003), are experienced across the LGBT community. Awareness of these differences 
amongst staff would help with the early identification, validation and the provision of 
support for an individual who is experiencing IPV. Considering these findings, the 
review will now reflect on material that has identified those services available to 
LGBT individuals who have experienced IPV to investigate how these services have 
been experienced by the LGBT community and highlight potential areas for 
development.
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The current support situation
Before individuals are able to approach therapeutic services, practical issues such as 
housing, finances and feeling protected by the law, can be fundamental for enabling a 
person to be in a position where they feel able to leave an abusive relationship. 
Surprisingly, it has been found that many police, domestic abuse agencies, GPs and 
LGBT services do not have coordinated responses for responding to domestic abuse 
in same sex relationships (Donovan et al., 2006). Arguably, this compounds the 
perception within the LGBT community that public agencies are not able to respond 
appropriately to the needs of those in same sex relationships (Weeks, Heaphy & 
Donovan, 2001). No information was available to indicate why coordinated responses 
for the LGBT community were unavailable. Consequently, it became important to 
consider the experience of those in the community who try to leave an abusive 
relationship; what sort of practical support can they expect?
In the UK, relationship breakdown has been recognised as one of the three top causes 
of homelessness. Consequently, the Government is making an increasing link between 
domestic violence within the general population and repeat homelessness (Pawson, 
Netto & Jones, 2006). In the study conducted by Browne et al. (2007), a third of 
LGBT respondents had been made homeless at some point in their lives, as a direct 
result of domestic violence from family members and IPV. However, within the 
community, there is a perception that LGBT individuals are invisible to housing and 
homelessness services (Women’s Resource Centre, 2010). There is a lack of 
understanding into the support needs required which only leads to increased 
vulnerability (O’Connor & Molly, 2002). Considering the heteronormative nature of 
society, it is suggested that members of the LGBT community feel safest “at home” 
(Ahmed, 2004), so when home is no longer safe, where can members of the LGBT 
community go? There are currently over 500 refuge and support services in the UK 
for women who experience domestic violence. Very few are services specifically 
designed for lesbian and bisexual women and even fewer for transgender women 
(Browne et al., 2007). Respondents reported this as being problematic due to feeling
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excluded or uncomfortable in mainstream services due to homophobia (a finding 
echoed at the Broken Rainbow conference, 2002). Considering similar prevalence 
rates for lesbian, bisexual and heterosexual women’s experience of IPV/domestic 
violence (Hunt et al. 2008; Kershaw, Nicholas & Walker, 2008) the greatly reduced 
levels of refuge services specific for the female lesbian and bisexual populations, is 
evidence of discrimination and ignorance towards the differing needs of the members 
of this community. Of further concern, is that even though prevalence rates are similar 
for males and females, refuge provision specifically for gay males within the UK was 
virtually non-existent; in 2001 only 18 bed spaces were available (Broken Rainbow 
conference, 2002).
Exploration of the housing needs of the LGB community in Wales high-lighted the 
discrimination, harassment and homophobic encounters many individuals of this 
community experience (Stonewall Cymru, 2006). When engaging with housing 
services, it was found that disclosing sexual orientation or gender may be a barrier for 
members of the LGBT community as when people are in fear of rejection or 
discrimination, they are less likely to seek support and, therefore, leaving an abusive 
relationship becomes even harder (Stonewall Scotland, 2009). In response to the 
question posed earlier, no one seems to know where LGBT individuals’ who 
experience IPV go, as the current options available seem to produce (rather than 
reduce) difficulties.
Further disappointment for the LGBT community lies with the police force. In the 
past, the Home Office has acknowledged that some police forces in the UK are failing 
to provide an adequate service to the LGBT community (cited in HM Inspectorate of 
Constabulary, 1999). Variations in the policing of the lesbian, gay and bisexual 
community are found according to geographical area. Overall, the majority of 
individuals who experience IPV do not report the incidences to the police (Bates, 
2000; Hunt et al. 2008). Of those that do, the levels of dissatisfaction are high (Hunt 
et al., 2008). Part of the reason for low-level reporting to the police may be due to 
members of the lesbian, gay and bisexual community experiencing two types of
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discrimination from the police: feeling unprotected and harassed or discriminated 
against (Williams & Robinson, 2004). Lesbian and bisexual women report IPV to the 
police at a much lower level then gay and bisexual men. This may reflect the double 
discrimination this group experiences with respect to both sexism and 
homophobia/biphobia. Through increasing consultations with the lesbian, gay and 
bisexual community, improvements in community relations and sensitive service 
delivery has proven possible and, it has been suggested, has even resulted in an 
increase in the lesbian, gay and bisexual population of some cities (Williams et al. 
2004). Further proof that better working relations between the police and the LGBT 
community are possible is evident in the Brighton and Hove area, where high levels 
of reporting of IPV to the police were found (Browne et al. 2007).
What type of support is needed?
Across the UK, whilst still under-reported, the majority of LGBT individuals who 
experience IPV report their experience solely to friends (Limbrick, 2002; Limbrick, 
2003; Limbrick, 2005; and Donovan et al., 2006). The literature demonstrates that 
there exists a strong preference for LGBT specific services amongst the community, 
yet details about what LGBT IPV specific services would actually consist of, remains 
unexplored. Limbrick (2002) found that in a discussion group of gay and lesbian 
people, it was acknowledged that gay people might not want or feel able to access 
mainstream services for support with IPV. Specific barriers for LGBT members 
accessing mainstream services have been identified as follows: real or perceived 
homophobia from service providers; the need to “out” oneself to access services; 
internalised homophobia; a lack of appropriate or specialist services; a lack of training 
in relation to LGBT domestic abuse, including a failure to screen for perpetrator or 
victim status; the myth of “mutual battering”; and that experiences are undocumented 
and ignored by mainstream services (Quiery, 2002; Robinson & Rowlands, 2006). 
The Northern Ireland Human Rights Commission study (as cited by Breitenbach,
2004) found that in relation to health services, young LGB people encountered 
prejudice, abuse of human rights (in particular breeches of privacy and
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confidentiality), and a lack of responsiveness to their needs. Browne et al. (2007) 
found that LGBT individuals who had experienced IPV wanted LGBT specific 
counselling support, police officers and safe housing services, as it was believed that 
LGBT specific services would be more likely to be aware of and consider concepts 
such as homophobia, heterosexism and minority stress. With such barriers, it is 
possible to argue that in trying to leave an abusive relationship, LGBT individuals 
simply face exchanging one oppressive environment for another (Knox, 1999).
Transgender individuals may be at enhanced risk to experiencing this oppressive 
environment as, due to their transgender identity, individuals are typically more 
isolated than other LGBT community members and report having a small support 
circle from which to draw upon when facing difficulties (Roch et al., 2010). Despite 
the Gender Recognition Act 2004 calling for the public sector to meet service 
responsibilities to the transgender community, it was found that nearly a quarter of 
transgender individuals who had experienced IPV did not report the abuse to anyone 
(Roch et al. 2010). Just over half of those experiencing IPV sought support from a 
friend, relative, neighbour or colleague, although the most common service to be 
contacted were mainstream counselling services. Many transgender individuals 
claimed not to approach domestic abuse support services as they expected to face 
prejudice and a lack of understanding. Research should play an important part in 
challenging the failure of accessibility in public and voluntary sector services for 
transgender individuals who experience IPV. In the absence of this work, transgender 
individuals remain at a high risk for IPV as they may remain in an abusive 
relationship for longer than if they had access to the support they needed to leave.
In recognition of the differences of IPV experience within the LGBT community, the 
development of sexual orientation specific strategies has been recommended by 
Women’s Aid Wales (2010). It has been posited that gay and bisexual males require 
specific referral routes, risk assessments and long-term counselling (Rowlands, 2006); 
as yet these areas remain unexplored for UK lesbian, female bisexual and transgender 
individuals. Some other things to consider are that whilst less willing to recognise or
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disclose their abuse, gay men are more likely to accept services and express desire for 
long-term support and advocacy than their heterosexual counterparts (Robinson et al. 
2006). Building on heterosexual and LGBT differences for support, it is suggested 
that further work needs to be conducted to reveal the differences in barriers to support 
for all LGBT member groups. Consequently, services may find that they have to 
develop specialist knowledge to cater for all member groups of the LGBT community.
Even within LGBT services, gender inequalities have been found to exist. For 
instance, it has been claimed that gay males receive numerous opportunities to 
participate in workshops on ‘healthy relationships’, whereas such offerings are rare 
for lesbians and bisexual women (Bames, 2010). Lesbian feminism (if reasserted in a 
more applied way) could play a large role in educating young lesbians about mutual 
negotiation and equality in relationships and make them aware of the warning signs of 
oppressive behaviours. This could be of particular importance in reducing the level of 
risk to IPV within first lesbian and bisexual women’s relationships.
Once an LGBT individual has gained access to support, the importance of competence 
in LGBT specific counselling was demonstrated by the finding that therapists who 
were able to put issues of lesbian and gay sexuality ‘on the agenda’ had clients report 
a more positive experience of psychotherapy (Malley, 2001 as cited by Malley & 
Tasker, 2004).
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Reflection box 8: Parallel experience
During the writing phase, one of my major concerns was to cause offence to 
LGBT members with the language I used or to appear naïve in my 
understanding of the difficulties members face. I wonder in part if this is 
one of the reasons why LGBT individuals may prefer to work with 
therapists who are identify as LGBT themselves? Being an “outsider” to 
LGBT individuals sat very uncomfortably with my counselling psychology 
background which promotes a holistic approach towards practice. Suddenly, 
on the basis of my sexuality, I began to doubt my ability to work with this 
client group. I then began to recognise that this sense of injustice parallels to 
the experience many LGBT people may experience from a heterosexist 
society.______________________________________________________ _
One area which has received attention for LGBT research is that of systemic therapy 
(Malley et al., 2004). Many systemic therapists expressed an anxiety about their self­
perceived lack of knowledge in the area (as they had received little formal training) of 
lesbian and gay male sexual identity, and consequently, their ability to work 
competently with this client group. Anxieties could be further compounded by 
practice guidelines lacking substantive research (Robinson et al. 2006). The ability to 
work well with transgender individuals was found to be of particular importance when 
considering family relations as it has been found that just over three quarters of the 
children of transsexual parents listed marital conflict as their most common type of 
family problem (Freedman, Tasker & Di Ceglie, 2002). Whilst the work did not 
specifically relate to IPV, it did recommend that systemic work needs to be considered 
for transsexual individuals to help them work towards improving family relationships 
in ways appropriate to their particular family context. In relation to IPV, and 
considering the types of abuse transgender individuals’ experience, positive family 
dynamics may lead to a reduction in the number of transgender individuals 
experiencing IPV. There is an absence of UK-based studies that explore the 
therapeutic experience of LGBT individuals who have experienced IPV. Whilst an 
area for development, it is recognised that difficulties such as access to LGBT
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members, and to those who have experienced IPV (and are willing to participate in 
research) may be a limitation.
Remaining with the therapeutic context and considering the discussions presented 
here, it may be advantageous for therapeutic work to draw from additional models and 
perspectives (alongside heterosexual models) when working with LGBT individuals 
who have experienced IPV. For instance, it would be important to consider and work 
with both the socio-political climate LGBT members experience as well as that of 
their internal world. This particular approach may cause a sense of tension within 
practitioners as responding to political material while engaged in a therapeutic 
encounter has been found to be problematic (Milton & Legg, 2000).
Reflection box 9; Politics in the therapy room
The politics of this subject is something that could not be denied. I realised 
that I genuinely felt a tension about how to proceed with this review as a 
trainee counselling psychologist. I was unsure of how appropriate it would 
be to consider politics within a therapeutic context. However, upon 
reflection, I do not believe that therapy can remain politically free or neutral 
as this would be a naïve approach and so, a disservice to the experience of 
our clients. Political change is ever present with this client group and 
perhaps as my research supervisor suggests in his writing, it is through the 
relational factors of an individual that politics can be incorporated into 
therapeutic theory.
One reason for the tension of contemplating the political world could be a result of the 
conscious and unconscious processes that socio-political factors can trigger in any 
individual. Applied psychologists will need to be aware that these processes may play 
out within the therapeutic relationship and possibly evoke feelings of aggression or 
anger towards the abused client (which will conflict with the ideals of a person- 
centred approach). Incorporating the external world of a client (and so providing a
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more holistic picture) into formulations and reflections, may prove useful for a 
clinician when they consider such dynamics.
Difficulties in the therapeutic relationship may be encountered with LGBT individuals 
who have experienced IPV, as it has been found that this client group is less likely to 
report current or most recent relationships as ‘good’ or ‘satisfactory’ compared with 
those who have not experienced IPV (Browne et al. 2007). This may have 
implications for the process of therapy and could be useful for psychologists to 
consider when they initially start working with LGBT individuals who have 
experienced IPV.
Service provision for the LGBT community is inconsistent across the UK but tends to 
be more prominent where there is a typically urban, well-established LGBT 
community (Women’s Resource Centre, 2010). Isolation and lower levels of service 
support have been found to be common for LGBT individuals living in rural/areas of 
a lower LGBT population (YWCA, 2004 as cited by Women’s Resource Centre, 
2010). Therefore, it is possible to argue that the level of service support available is 
the result of a lottery postcode or requires LGBT individuals to locate themselves in 
an area where the LGBT community is well/better established. Unfortunately, this 
may not be an option available to all.
From the material reviewed here, there is certainly a sense that what most LGBT 
members experience when seeking help for IPV is the offer of mainstream services. 
Whilst not discounting the work and support these services may offer LGBT 
members, many felt that as a result of the discrimination and ignorance to the LGBT 
situation, mainstream service support that considers LGBT specific needs, such as 
gay, bisexual and transgender men needing services which accommodate the leaving 
of one’s home to feel safe (whereas heterosexual males prefer outreach services) 
(Women’s Aid England, 2007), may greatly improve on the support that they currently 
offer. Collaborative work with community members and the public sector, in the 
development of LGBT specific services would certainly be informative and may even
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help distribute the information amongst the community that such services exist. 
Additionally, the branding of service stationery to inform people services are LGBT 
friendly is worth considering as this may reduce concerns about discrimination and 
rejection so facilitate the initial help-seeking process. If individuals know where to go 
for help and are able to access the support that they need, they may be sufficiently 
empowered to leave an abusive relationship sooner.
Future work
In line with earlier findings of the UK literature on IPV (Rowlands, 2006), current 
work in the UK falls predominately into two categories: political and local-level. 
Since 2006, there have been research developments within the area which have 
resulted in national scale surveys and in-depth local-level studies. However, the 
majority of the UK material focuses on prevalence rates and service review; 
qualitative studies are slower to emerge. The empirical work is still far from providing 
a baseline of knowledge about the individual LGBT experience of IPV, and in 
comparison with that from America, demonstrates that there are many uncharted areas 
for development for all member groups of the UK LGBT community. For instance, 
the British Medical Association (BMA) Board of Science (2007) recognises that there 
is a need for research into the prevalence and experiences of gay male and transgender 
individuals who have experienced IPV. International literature suggests that 
transgender people may well experience IPV in different ways and have to deal with 
different challenges when accessing services (ACON 2004, as cited by Chan, 2005). 
Scotland seems to be the current UK leaders on research in this area.
Unfortunately, the BMA’s acknowledgement that domestic violence against women is 
well researched, hints at the complacency for IPV literature to be based on 
heterosexual literature. The literature on the UK IPV lesbian and female bisexual and 
transgender experience is still lacking. Assumptions about the non-violence of women 
remains pervasive in society; demonstrated as lesbians reported being shocked that 
they were being or had been abused by a woman (Bames, 2010).
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Material on the bisexual community is absent in UK IPV LGBT literature; not a 
single piece of work has been designed which specifically explores their experience. 
Is this due to biphobia within the LGBT community as suggested by Dollimore 
(1997)? Or perhaps, if in practice, it is considered appropriate for the theoretical 
position adopted to be dependent on the sexual orientation of a bisexual individual’s 
partner? The absence of work is not indicative of an absence of bisexual IPV 
experience. Material, whilst not specific to bisexual IPV, hints that bisexuals are in 
fact at high-risk to IPV. For instance, alcohol use has been identified as a risk factor 
for IPV (Limbrick, 2003). This is of particular concern for bisexual individuals as it 
has been found that within the LGBT community, bisexual individuals are the most 
likely to experience substance and alcohol abuse problems (Fish, 2007). Without 
investigation, bisexual individuals’ needs cannot be known so informed services 
cannot be developed.
Reflecting on the socio-political environment LGBT individuals experience, 
something that warrants further investigation in the UK, as identified by McDermott 
(2011), are class resources. As an additional axis for future empirical work on IPV, it 
may well be important to focus on how social class and sexuality interact to position 
some LGBT people unequally and unjustly. The exclusion of class may raise 
epistemological questions about whose experiences are being used to generalise 
understandings of LGBT intimate life.
Whatever approach is taken to future work in this field, the biases in the self-selecting 
samples have to be acknowledged. Nevertheless, there needs to be a drive for work to 
be published in peer-reviewed articles as LGBT research participants often feel that 
there is little point in taking part in research as there tends to be a lack of action 
following research recommendations (Breitenbach, 2004). Is the lack of publications 
connected to the belief that the experience is not one that will interest journals (as 
many other countries are further advanced in their exploration of this field) or if there 
is a lack of funding or resources available for anything to be done with the research
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information beyond the service development stage? These queries remain unanswered 
here.
Despite efforts to conduct a comprehensive and complete UK literature review 
(through the use of databases such as Psychlnfo., extensive Internet searches and 
personal communications with academics and organisations in the field), the low level 
of peer-reviewed academic publications (and so limitations to accessibility to some 
material), will mean that there may be some research and work that has been 
undertaken which will have been omitted from inclusion in this review.
Conclusion
Queer culture finds significance in different language and in different places than 
heterosexual society (Ahmed, 2004). The “not fitting” or absence of models and or 
services specifically orientated towards LGBT IPV in the UK does not equate to the 
absence of the potential for models or services to be developed. As with other LGBT 
concerns, it is perhaps this very discomfort of “not fitting” that has facilitated the 
opportunity for the community to open up and create possibilities. The goal of 
collaborative work between the community, academics and the Government needs to 
be orientated towards developing a place in society where LGBT IPV difficulties can 
fit.
The prevalence figures of IPV within the UK LGBT community demonstrate the 
continued need to highlight IPV as a social problem. In Australia, ACON (2006) 
posits that within the LGBT community, IPV is the third most severe health problem 
following HIV/AIDS and substance abuse. Services cannot be complacent with the 
level of services they offer. The recorded prevalence of IPV within the community is 
already believed to be under reported and as the LGBT community becomes more 
accepted in society, the invisibility cloak will disappear; services need to be prepared 
for this eventuality.
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The UK Government acknowledges that a lack of research in this area has led to the 
assumption that LGBT IPV does not exist and subsequently a culture of complacency 
towards IPV (and has prompted the National Domestic Violence Delivery Plan 
2007/08 to prioritise the commissioning of research on LGBT IPV for that year). 
Considering this acknowledgement, it makes questionable the recent Government 
claim that the UK is “ ...a world leader for lesbian, gay and bisexual equality” (HM 
Government 2010a, pp.l). Since completing this review, it is apparent that these 
claims are unsubstantiated. For members of the UK LGBT community who 
experience IPV, discrimination is frequently found to be present at every level within 
society. The UK Government needs to take this into consideration before they consult 
as experts for other countries.
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Reflection box 10: Impact of literature on the self
As the literature review became more comprehensive, I became aware of an 
increasing sense of anger, frustration and a developing belief about how 
unfair/biased the society is within which we live. The experience of anger 
made me wonder about the impact some of the literature was having on me. 
Certainly some pieces were very “fierce” in their delivery and I couldn’t 
help but wonder if in part the violent nature of the topic got played out in 
the literature, but this time in the form of the victims anger. Additionally, I 
became aware that I needed to be mindful about the role of 
identification/projection in my review.
The literature I came across was often emotive for me. I experienced 
anxiety, stress, and identification with some of the things I came across 
From this I began to recognise that I needed to make use of my personal 
therapy to help me process my own experiences so that I would be better 
able to bracket and be objective towards the literature I was reviewing. 
Having written this paper and taking my own material to personal therapy, I 
have begun to make sense of my own experience. I no longer feel shame 
and have worked through my anger. The 'shadow effect' of my experience 
has begun to reduce and instead, serves to warn me against similar relational 
dynamics I may (or may not) experience in the future. Professionally, I have 
developed an insight into how confusing the situation can be and am able to 
provide congruence and empathy when I work with those who have also 
experienced partner violence, regardless of their sexual orientation.
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Abstract
In the UK, intimate partner violence has been recognised to occur within LGBT 
relationships. To date, the process of therapy and therapeutic support has been 
overlooked as an explicit research focus. This article presents findings from a 
qualitative study with six UK registered therapists who have had clinical experience 
working with lesbian, gay, bisexual and transgender (hereafter, LGBT) clients that 
have experienced intimate partner violence (hereafter, IPV). Interview transcripts 
were subject to interpretative phenomenological analysis. Resultant themes focused 
on restrictions and limitations (of the self, the other and the context); how IPV is part 
of an opaque client picture (including difficulties in identifying IPV and help-seeking 
behaviours); and the clients' experience of IPV (including identifiable varieties of IPV 
and the types of abuse experience). The study may be seen as expanding the UK- 
specific knowledge base for working therapeutically with LGBT IPV, and for 
informing professionals who may, regardless of setting, find themselves working with 
this client group.
Key-words: UK; LGBT; IPV; and therapists' experiences.
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UK therapists' experiences of working with LGBT clients who have experienced
intimate partner violence: An interpretative phenomenological analysis
The research history of lesbian, gay, bisexual and transgender (LGBT) intimate 
partner violence (IPV) is much shorter than that into domestic violence in 
heterosexual relationships. Subsequently, the understanding of IPV has evolved from 
the literature on heterosexual domestic abuse/violence. Ristock and Timbang (2005) 
posit that consideration of the marginalized features of minority communities is not 
well-reflected in the prevalent anti-violence literature. In the UK, a literature review 
conducted by Head and Milton (2012) found that UK LGBT IPV literature uses 
predominately descriptive statistics. This reductionist approach detracts from the 
richness of information about the experience an individual may have had, and so 
constrains the development of LGBT sensitive interventions. This may result with 
individuals remaining in abusive relationships for longer, as suggested by Knox, 1999 
and Roch, Ritchies and Morton, 2010.
Due to socio-political, cultural and economic differences that exist between nations. 
Head and Milton (2012) challenged the applicability of empirical work from other 
countries for practice within the UK. However, in the absence of country-specific 
empirical work, the reality is that therapists will have to inform their practice from 
information produced in other countries. This should be done with the caveat that the 
unique complexities of a minority population for any one country are likely to be lost 
in such an approach. For this study, the researcher will therefore be mindful of both 
the personal and the socio-political contexts that sexual minority clients are subjected 
to and so recognise that these factors will influence the shaping of an individual's 
experiences.
Henderson (2003) estimated that in the UK, 1 in 4 people who are lesbian or gay 
experience IPV. This figure is equivalent to that found for members of the general 
public (British Crime Survey, 2009/10). A national level prevalence estimate for the
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occurrence of IPV within bisexual and transgender populations is currently 
unavailable, although local-level studies, such as Browne and Law (2007); do indicate 
that these individuals are also at risk.
Although it has been reported that there are similarities in the experience of 
heterosexual domestic abuse/violence and LGBT IPV (Donovan, Hester, Holmes & 
McCarry, 2006; Renzetti, 1989; Richards, Noret & Rivers, 2003), the differences are 
said to be located within LGBT individuals’ experience of heterosexism and 
homophobia. These factors create a resultant oppressive culture for LGBT individuals 
and is thought to induce ‘minority stress’. Consideration of minority stress in the 
therapeutic relationship was identified as important for LGBT IPV clients by Browne 
and Law (2007). Participants voiced a preference for LGBT specific counselling 
support as ,within this context, there was the belief that practitioners would be more 
aware of minority stress and its impact on their experience.
Considering this preference, it is troubling that Malley (2001) (as cited by Malley, 
2004) found that practitioners’ who were less experienced with LGBT clients 
generally reported an anxiety about their self-perceived lack of knowledge in the area 
of lesbian and gay male sexual identity and, consequently, their ability to work 
competently with this client group. Robinson and Rowlands (2006) suggested that 
anxieties about working with LGBT clients could be further compounded by practice 
guidelines lacking substantive research. More recently though, there has been a shift 
to address competence when working therapeutically with sexual minorities, such as 
by the British Association for Counselling and Psychotherapy (BACP) (2007),who 
have produced a set of competences which include aspects of human sexuality. To 
facilitate the development of these competences. Grove (2009) proposed that LGBT 
specific training is required to develop a deeper understanding of the self and to 
facilitate the challenging of old internal models of human sexuality towards a more 
diverse model.
In the absence of UK-based LGBT IPV research but, in the presence of a stipulated
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preference for LGBT specific counselling (but a lack of insight into what this might 
actually be) and a prevalence rate that suggests therapists need to be informed of the 
implications of minority stress, this study adopts a qualitative perspective to answer 
the following research question:
What experience do UK therapists’ have with LGBT IPV clients?
The aim of this research was to develop a foundation fi*om which services and 
practitioners can draw from in order to enhance their ability and confidence for 
working with this client group. The objective of the study was to acknowledge the 
subjective experience of a range of therapists, based within the UK, who have worked 
with LGBT IPV clients.
Qualitative paradigms provide researchers with the opportunity to develop an 
idiographic understanding of the participant. In placing participants at the centre of 
the enquiry, it becomes possible to develop an understanding of what their experience 
means to them (both within their specific social reality, and within a particular 
situation), so better captures the complexity of psycho-social phenomena.
The data was analysed using an interpretative phenomenological approach (IPA) 
(Smith & Osbourne, 2003; Smith, Flowers & Larkin, 2009). This approach is 
particularly concerned with capturing individuals’ subjective meanings, and how these 
are constructed within both their personal and social worlds. This stance 
acknowledges that the researcher holds their own assumptions and values. Whilst 
these assumptions are required to help make sense of another’s world (as this cannot 
be accessed directly) through a process of interpretative activity (Rizq & Target, 
2008), researchers are required to ‘bracket’ their own assumptions and values during 
the research process to avoid contamination; a high level of self-awareness is vital. As 
such, the analytic outcome is produced from the collaborative interaction of 
participants’ accounts and the researchers’ frameworks of meaning. This approach 
facilitates an inquiry that produces unlimited and emergent descriptions.
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Reflection box 1: Connecting epistemologies
As a trainee counselling psychologist, my epistemological stance has a 
focus on social contexts and discrimination. IPA has a similar 
epistemology and so I am well placed as a researcher to utilise IPA. 
Through conducting this research, I hope to explore the therapeutic 
context and produce findings that will facilitate professional change 
within this area with the view to enhancing anti-discriminatory practice 
for LGBT IPV clients.
IPA uses small samples in order to capture what is distinct about an individual but also 
to balance this with the idea of what is shared across a particular group (Rizq & 
Target, 2008). As Smith and Osborne (2003) posited, IPA is both inductive and 
interrogative, so it is a methodology that will enable the researcher to highlight and 
engage with the meaning and centrality of participants’ experience of working with 
LGBT IPV clients. IPA acknowledges that individuals live within a political and 
social world (so is well placed to examine what therapists do in practice). In the 
instance of a sexual minority groups, these are important factors to consider when 
accounting for a person’s phenomenological experience and their minority stress.
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Reflection box 2: Challenging social injustice
As a trainee counselling psychologist who, perhaps due to the division 
being underpinned with an epistemology based within pluralism and it 
being relatively young within the applied psychologies in the UK, I am 
aware that my own professional identification is opaque and continually 
evolving. However, I believe that as the parameters of my division is not 
clearly defined, my professional position will lend itself to research that 
demonstrates a respect for subjective truth and values differences. I have 
found that I have been largely motivated by a commitment towards 
challenging social injustices (echoed by Strawbridge & Woolfe, 2003). 
My training lends itself to a sense of political freedom that other 
psychological trainings may not be able to provide (perhaps for reasons of 
funding). Consequently, I am at a greater liberty to research subjects that 
are otherwise considered to be highly politicised.
Method
Participants
Six therapists were interviewed. Three (50%) of the participants were clinical 
psychologists, two (33.3%) were psychotherapists and one (16.6%) was a qualified 
counsellor. Participants had a mean clinical experience of 18.5 years (range 5-40 
years: SD 14.98) but were not asked to provide information about how much 
experience they had had with LGBT clients. One (16.6%) therapist reported having 
worked with just one LGBT IPV case, the remaining five (73.3%) drew their 
knowledge from a variety of cases. Four (66.6%) of the participants were male and 
two (33.3%) were female. Three (50%) disclosed that their sexual orientation as gay, 
one (16.6%) as heterosexual and two did not disclose their sexual orientation (33.3%). 
Three (50%) had experience of working in specialist LGBT services, three (50%) had 
worked in GU, HIV and sexual health clinics, and all (100%) had worked in general 
NHS adult mental health services. Four (66.6%) lived in urban and two (33.3%) in
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rural locations. Two (33.3%) lived in the South-East, two (33.3%) in the Midlands, 
one (16.6%) in the East and another (16.6%) from the North-west of England.
Procedure
Attempts were made to recruit a homogeneous sample (samples with characteristics 
that are the same or similar in kind) of fully-qualified and employed therapists from 
any therapeutic modality throughout the UK, who had clinical experience of working 
with LGBT IPV clients. Adopting a purposive sampling strategy (in which a closely 
defined group are sought for whom the research question will be significant), appeals 
for research participants were made by e-mail to LGBT and LGBT friendly support 
organisations and multiple therapeutic governing bodies and social networks. 
Participation was voluntary.
Interested participants were screened by e-mail to determine if they met eligibility 
criteria: they had some experience working with LGBT IPV clients; they were 
currently practicing (within any theoretical orientation); they were located within the 
UK; and were of any sexual orientation or gender. Participants completed and 
returned to the researcher a signed copy of a consent form (see Appendix B). Eligible 
participants were scheduled for a telephone interview using a semi-structured 
interview schedule. Four interviews took place over the telephone, and two took place 
face-to-face at the participants’ place of work. Participants were sent an electronic 
copy of the questions they would be asked during the interview. This approach was 
used as it was thought that it might help prepare the participants to reflect on the areas 
that would be broached in the interview. All interviews were digitally recorded and 
lasted for an average of 40 minutes, with a range of 28-51 minutes. After the 
interview, participants were debriefed and asked if they had any questions or 
concerns. Interviews were conducted between January 2012 -  May 2012.
The interview schedule (see Appendix C) consisted of the following questions: “can 
you tell me a little bit about yourself?”; “please tell me about your therapeutic
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experiences with LGBT clients who have experienced IPV”; “what does the term 
'LGBT IPV mean to you?”; “what are your thoughts about the support this client 
group receives?”; and “why did you choose to take part in this research?”
Research box 3: Developing the agenda
I aimed to develop assumption-free questions that would facilitate non­
directive and open discussions with participants. Due to my own 
conscious dubiousness of the applicability of gender within LGBT IPV, I 
chose not to ask about gender in the interviews directly.
Ethical issues
A written proposal for the research was submitted to the University of Surrey and was 
reviewed by two members of the academic staff. As the research design did not use 
deception and the participants were not considered vulnerable, the ethical 
considerations were reduced so ethical approval was not required from the University 
prior to data collection. Due consideration was given to the BPS Code of Human 
Research Ethics (2010). All participants were provided with a participant information 
sheet (see Appendix A) and asked to provide written consent (see Appendix B). 
Participants were informed of their right to withdraw from the study at any time and 
that their data would be made anonymous. Participants were sent a summary of the 
findings of the research. Recognising that participants might be affected by 
participating in the research, contact details for the researcher and the research 
supervisor were provided. Participants were informed that they could make contact to 
discuss the impact of participating in the research if required.
Analysis
Two copies of each transcript were produced. In the first stage of analysis, one copy 
of each transcript was read multiple times and initial notes were made whereby key
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phrases, the use of semantics, idiographic information and the processes of the 
transcript were identified. These initial notes included summaries of content, 
identified connections in the transcript and included initial free-association 
interpretations. On the second copy of each transcript, these notes were condensed to 
produce a set of coherent initial notes in the left hand margin of the page. Finally, in 
the right hand margin, these initial notes were further condensed to produce a list of 
emerging themes. Throughout this process there was continual referral to the data. 
When this process had been repeated with each transcript, a hard copy of each set of 
emerging themes were printed and displayed on a large work surface to facilitate the 
identification of recurrent patterns (and contradictions) across the transcripts. A 
resultant set of superordinate themes then emerged. At this stage, the links between 
these themes and the data set were checked again. To aid cross-analysis, a database 
template was created that listed the concepts, themes, identifying quotations and their 
locations for each of the interviews. A results matrix which consisted of the central 
tenets of the analysis was then constructed (see Appendix D). Further clarifications of 
the themes were produced as the research narrative developed.
Reflection box 4: Researcher’s framework of meaning
The analysis involves a high degree of subjectivity as it is influenced by 
the researcher’s own interpretative framework. In this study, it was hoped 
that the researcher would be sensitized to different aspects of the data set 
due to both the professional position as a trainee counselling psychologist, 
but also fi*om drawing upon personal experiences as a heterosexual female 
who has experienced violence in a relationship and also as one who is 
habituated to the presence of LGBT relationships in everyday life due to 
friendships and social circles. Even though I have tried to contain my 
value biases and bracket these during the research process (aided by the 
use of a reflective journal), the very selection of this topic reflects my bias 
and it is doubtless that this will be present and impact the research in one 
way or another.
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Before discussing the results, it is necessary to consider the terminology and the 
concept of a group identity that is typically applied to LGBT sexual minorities. LGBT 
individuals do not consider themselves to be a homogeneous group (Dollimore, 1997; 
Prosser, 1997). It is outside the scope of this article to address the differences and 
similarities between the groups (least that transgender individuals is a group that is 
concerned with gender identity, not necessarily sexual orientation) but due to the 
contrary position of LGBT individuals to heterosexual norms, and the desire to keep 
the inclusion criteria broad for participants to capture IPV in 'non-heterosexuals' 
(Weeks, Heaphy & Donovan, 2001), it was felt that to omit any member group would 
result in anomalous results at this early stage of exploration into the phenomenon.
Results
The analysis of the data revealed three themes, each having a variety of sub-themes. 
These helped create an overview of UK therapists' experiences of working with 
LGBT IPV clients (see figure 1). The interpretations made by the researcher have 
been substantiated by quotations fi*om the interviews. In extracts where there are 
empty brackets, material has been omitted, and ellipses points (...) have been used to 
indicate a pause in the flow of participant's speech. Pseudonyms have been used to 
identify the sources of the quotations.
Reflection box 5: Use of self to inform the analysis
During the process of writing up the results section, I was aware of how 
some themes tended to write themselves quickly and coherently. Others 
were lacking in fluidity and created a sense of feeling stuck. I learned to 
rely on these experiences to inform my re-working of themes that did not 
quite capture the essence of the findings.
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Restrictions and limitations
The first theme concerned restrictions and limitations of the context, self and other, 
and how these factors affected the support and romantic experiences clients had.
O f the context
The experience of working with clients who have experienced LGBT IPV for each 
therapist is, of course, different. In terms of restrictions within the service context, 
geographical location plays a role as Penny, who is located within a rural location, 
says: ‘‘We've got nothing specialist up here... There’s nothing up here at a ll”. To 
facilitate working in this environment, therapists place an emphasis on competent 
therapeutic skills and clinical flexibility to aid their ability to work with any client, 
regardless of the presenting issue: “well, what is it fo r this person? What does this 
behaviour mean for this person?” (Penny). When seeking to refer IPV clients for 
specialist services and support, rural locations provided few options for therapists and 
their clients. Claire speaks of her sense of professional isolation and helplessness in 
this situation:
I  would try the services [  ]  that are generally targeting women to see if  
there was anything hut, from what I  know o f them, it would probably be 
one o f the national helplines like MALE or getting hold o f something like 
Broken Rainbow.
In such locations, services that exist for domestic violence clients are founded within 
a gender-based model. The marginalising impact these services would have on a 
person fi*om a sexual minority group are recognised: “It would really be pushing 
someone into the most minority role you can imagine ” (Claire) but at times when risk 
is high, and clients reside in a location where there are no other alternatives, Claire 
acknowledged that mainstream domestic violence services may be the only option 
available: “I  don't know that it's a position I  would want someone to go into but, 
equally, i f  it's the only position that could keep them safe [  ]  ”.
Conversely, for those therapists based within urban, LGB or gender specific services, 
it was recognised that the manifesto of such organisations allowed therapists to be
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well placed for continuing professional development (CPD). Opportunities available 
were not only LGB specific but also provided training on IPV. As a gay man and a 
therapist, Simon was able to recognise that his own sexual orientation was not 
sufficient to inform him of the phenomenon but due to training provided by his 
specialist service, he felt better informed:
[ ]  the [ ]  provides some good training as well and Fve actually been to 
at least two training sessions [ ]  on domestic violence in LGB 
relationships. So, you know. I've been to trainings on it, and I've also 
obviously experienced it with my clients ’ testimony, but I  knew nothing 
really before that.
Despite Simon's positive regard for specialist services, another therapist, Gary, 
expressed concerns about how, in his experience, specialist services can collude with 
a defence against difference and locate a client's difficulties with their sexual 
orientation rather than the fact that they are experiencing IPV: “[they] keep something 
going wrong rather than actually providing a different experience which is actually 
[  ]  about the domestic violence, maybe less so than the fact that you're gay”.
The majority of therapists spoke of how their experience with the client group was 
biased in some way. This was primarily due to service referral criteria. With three 
therapists being based within HIV and GU clinics, they spoke of their gay bias when 
discussing LGBT IPV, as it was a phenomenon they typically encounter with male 
gay clients; “I  think that that has to be emphasized that I've got a biased sample. 
Particularly within this clinic, at any one time, I  think my case load distribution has 
to be 60-70% gay men... ” (Marcus). Drawing from his clinical experience, Andrew 
recognised that often the clients who experienced IPV would present at GU clinics: 
“what I  do know is that there are certain places where [  ]  they can be found together 
and GU medicine would be one o f them. ”
Many services across the UK are experiencing cuts as a result of the economic 
recession. This has led to a reduction in services for many client groups. Claire 
implied a sense of constraint when she said:
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[  ]  hack in the day when we had HIV specialist social workers [ ]  we don't 
have those anymore [ ]  they went last year [ ]  there was support provided 
by social work for a while for some people and initially that was really, 
really high relevance.
Some therapists were unable to isolate the reduction in services to just LGBT IPV 
clients. The current political agenda has incurred drastic cuts upon NHS services on a 
global scale which causes systemic difficulties. According to Andrew: “I ’m sitting 
here in the middle o f  hell because the NHS services are being systematically 
annihilated by this Government”.
Reflection box 6: Researcher bias
Over recent years, as I have continued in my career as a trainee 
counselling psychologist, I have become more politicised within the area 
of social injustice. Consequently, I am perhaps more inclined to give a 
greater voice to politics in exploring this phenomenon than someone from 
a mental health background whose epistemology is less orientated around 
anti-discriminatory practice.
In discussing the services LGBT IPV clients access, it became apparent that the strict 
NHS service referral criteria often resulted with clients presenting with IPV being 
“part o f the picture” (Marcus). This was typical in specialist services: “so i f  there is a 
pure case o f intimate violence or domestic violence, that wouldn't come to us 
necessarily”, says Marcus. Even within a generic LGB counselling service, clients 
who presented with IPV had been low, as in Simon's ten-year experience: “maybe 
there's been four or five so not a huge amount ofpeople ”.
Difficulties in intimate relationships exist, regardless of a person's gender or sexual 
orientation, however, early intervention couple work for LGBT couples seems to be 
distinctly lacking; a realisation that took Gary by surprise:
143
I ’ve never seen anything advertised in couples work [ ]  It's either groups 
or it’s individual’s and I  think [  ]  it points to the idea o f the single man, the 
single life [  ]  rather than the fact that a lot ofgay men and lesbians do live 
in really good relationships and that sometimes, inevitably, they need help, 
you know.
O f the self
Specialist training was emphasised as a key way in which a therapist can be well 
positioned to support LGBT IPV clients. Andrew said: “Where the competencies to 
work with LGBT may be that you've had to learn a lot o f stuff that wasn't on the 
curriculum o f the course or the training you did [ ]  But you can still learn it, though ”. 
However, even though it was acknowledged that, whilst therapists are interested in 
working with LGBT clients, many are thought to lack any real understanding of the 
client group: “Their experience and knowledge o f lesbian and gay people just seemed 
to me to be... pathetic [ ]  So, i f  they're the people who ’d be treating, i f  you ’re talking 
about intimate partner violence. I'm thinking My God! I  despair really” (Andrew). 
Therapists were creative in how they informed themselves about the phenomenon. As 
a straight therapist, Marcus drew on his personal experiences and an awareness of 
LGBT IPV he had gained from lesbian friendships:
I've heard about [LGBTIPV] before, and there was always a chuckling o f  
“ oh, heterosexuals find  it hard to believe that we can be violent towards 
each other, ha ha ha isn’t that funny” So I  think it was deconstructed so 
early on in my, even pre-work experience that I  didn’t particularly come at 
it thinking about it as a phenomenon that is new and different.
The majority of therapists did not perceive the sexual orientation of a therapist to be 
relevant when working with LGBT IPV, instead Gary emphasised: “ [  ]  fo r  me it's 
about good therapy and about competency and about... [  ]  the work. Rather than 
whether you're gay, straight, black, white... ”. It was recognised that for the early 
stages of support for IPV, LGBT clients may feel safer referring to specialist LGBT 
services but that, for therapeutic change, it is the competencies of the therapist (rather 
than their sexual orientation or their affiliation to a specialist service) that facilitate the
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client’s process:
[ ]  like Broken Rainbow, [where] there's the initial telephone helpline or 
there's some publications or websites where one can go to and realise “do 
you know what, this is not right what I'm experiencing”. So, there's a 
resource. I  think when it gets into more therapeutic changes, i f  that's 
where the person's up to, [  ]  it then needs to have a good therapist.
Reflection box 7: Researcher bias
As a heterosexual, trainee counselling psychologist, I am aware that the 
incorporation of this information will have come from my bias; I do not 
want to be excluded from my ability to work with a client due to sexual 
orientation differences alone. LGBT therapists may not have incorporated 
this result or might have framed it differently.
The impact on therapists working with LGBT IPV clients differed. Those that were 
located within specialist LGB services seemed better able to allow such services to 
contain the distress. As Simon said: “I  was concerned about her. I  made sure she had 
the emergency number o f the [ ]  as well but er, it was just a case o f working through, 
through her stuff really. ” Whereas for Claire who, due to limited service options in 
her area, worked separately with both partners of an abusive relationship, spoke of her 
difficulty in managing the work: “It was a really horrible situation. My supeiwisor 
was quite good at helping me, but could have been better at helping me manage that, 
really. ” Not being a member of a sexual minority enabled some therapists to cope 
with the vicarious traumatisation of working with LGBT IPV: “[ ]  the emotional claw 
being somewhat less er, driving when I  work with the LGBT group than perhaps i f  I  
worked with more heterosexuals who have that” [Marcus].
O f the other
The concept of restrictions and limitations was also applied to the LGBT IPV client 
themselves. Restrictions in education and the space for exploration and a lack of 
exchange in information about what constitutes as a healthy LGBT relationship, were
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identified as vulnerability factors for an abusive relationship, as individuals entered 
into relationships with little (or any) knowledge about what to expect. The experience 
of homophobia was identified as one of the reasons people are denied the opportunity 
to learn about LGBT relationships:
[  ]  there was a rushing into the relationship, [ ]  as you say, no sort o f  
background, knowledge or experience or... They weren't able to reference 
what was going on with their parents or friends and family because there 
had been a certain level of... not rejection, well a certain level o f “well, we 
don't really wanna know about this, about gay relationships ” sort o f thing.
Clients accept and remain in abusive relationships as they do not realise that other 
ways of relating are possible: “[  ]  it was his first relationship. I  think he must have 
just thought well, this is just kinda how it is, sort o f thing” (Simon). To help dismiss 
the violence in their relationships, gay IPV clients would refer to the context in which 
the violence occurred: “[  j  subtle bits o f contextualizing it to a situation, to a 
particular mood or a drug or a... phase in the relationship” (Marcus). Clients felt 
unable to leave a relationship until the violence became life-threatening: “the partner 
just almost killed him one night, you know, so he realised that he had to get out o f  the 
relationship or his very life might be at risk; that was what finished it fo r him” 
(Simon).
It was also thought that due to being part of a minority, an individual's choice in 
partner was limited and consequently led some clients to accept the abusive treatment 
they received." “ [  j  kind o f i f  not this relationship, then nothing... ” (Simon). Others 
thought that low self-esteem played a role in some client's low expectations of a 
romantic LGBT relationship. As Penny pointed out, these clients needed support to 
recognise their worth:
[  j  he did break it o ff during the therapy because he could see that he was 
being used and abused and that, i f  he wanted a gay relationship, he could 
almost certainly find  a better one rather than just be the recipient o f what 
this bloke was dishing out.
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IPV as part o f an opaque picture
The second theme consisted of two sub-themes which demonstrated how, in the 
clients approach to help and their difficulties in identifying IPV, clients were never 
referred for IPV but, instead, would often present for therapy with a range of 
difficulties.
Difficulties in identifying IPV
The majority of therapists spoke of how IPV is rarely mentioned as part of a client's 
presenting difficulties. Simon was acutely aware of this: “They’ve not actually come 
to [ ]  to have counselling about domestic violence, they've come about their 
relationship issue or they've come about [ ]  something else”. For an individual to 
recognise that they are experiencing IPV there seems to be a process of realisation. 
The intricate nature of this work was described by Gary: “it can often [ ]  take a good 
few  weeks o f work to get to what that looks like concretely” and “it's more kind o f  me 
teasing or unpicking it with them and just a reality hitting them ”.
The meaning of a client's narrative was high lighted to be of particular relevance 
when working with LGBT clients: “Pm more acutely aware o f the issue o f  meaning 
when I ’m working with the LGBT clients that I  see” said Marcus. This may help 
explain why therapists spoke strongly of their avoidance in labelling and categorising 
the experience of LGBT IPV clients: “[  j  to use the word “perpetrator” implies more 
than I  would want to imply” said Andrew. This approach demonstrates a distinct 
difference to the use of language than the categorisation that is distinct to heterosexual 
domestic violence models. Working with and accepting what the clients bring made 
labelling the phenomenon of IPV irrelevant: “'intimate partner violence', the phrase 
had never come into my vocabulary until you contacted me. [  j  I  just thought that 
that's how some people are”. Due to the oppression LGBT individuals have 
experienced historically, the use of the term “victim” is one that is loaded with 
meaning, as Marcus identified: “the gay community in particular have fought so 
much to disavow the idea o f being victims, o f being weak, o f being feminine, o f  being 
all the rigmarole o f insults that indicate that they're not proper men”. Ultimately, this 
led to the rejection of the label: “there’s the willing choice o f not becoming victims.
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not be made into victims by anybody” (Marcus).
Despite these difficulties with adopting labels for the experience, when thinking 
theoretically about client's experiences, some therapists mapped experiences of IPV 
directly onto the heterosexual model based around power and control: “[ ]  it means to 
me, domestic violence in an LGBT setting, I  guess, in a nutshell”. For others, the 
complexity of LGBT IPV was more than just that based within gender imbalances of 
power and control, as captured by Claire:
[  J  the power imbalance is around something else. And it might be about 
openness about sexuality; it might be about so many different things. It 
kind ofpushes our perspectives on domestic violence that might come from 
a feminist standpoint on its head in some sense.
The differences identified led her to speculate: ‘7 wonder whether that might be why 
generic services for domestic violence struggle with this. ”
Getting help
Aspects of gender were not specifically broached by the interview agenda, but gender 
differences in relating to an intimate partner was something Gary brought into his 
interview:
I  think with lesbians, [  ]  there's more o f an intense, acted out relationship 
o f two people getting together and it's all encompassing. With men, [  J 
there's more o f a kind o f fluid, sort o f weird... [ ]  there's more sex based 
relating I  think.
On the basis of how individuals from different groups relate intimately, the support 
required for relationship difficulties differs, and this is something that Gary identified 
as needing to be incorporated into services that offer support: “...it's not as easy as 
just LGBT. I  think it has to be something that works fo r  the different groups within it. ” 
One gender difference in help-seeking behaviours was identified by Marcus: “My 
perception is that perhaps gay men tend to be more upfront, more honest, more
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willing to talk about all sorts o f issues. No subject’s taboo ”.
Reflection box 8: Applying feminist theory
Whilst open to other interpretations, with a bias towards feminist theory, 
this extract made me think of the patriarchal and gender differences 
afforded to males within the UK society regardless of their sexuality.
To facilitate a client's process of realisation, therapists emphasised the importance of 
using the client's frame of reference to explore relationship dynamics: “I  don’t think 
he had thought o f that relationship as being abusive [  j  he talked himself into seeing 
that during the therapy” (Penny). It was thought that the implications of loss may 
prevent a client from being able to identify the reality of their situation: “[  j  people 
are very heavily defended in these situations, so defended against the idea o f  
recognising the reality o f their relationship because it would mean that they would 
lose the person [ j ” (Gary).
The clients ' experience of IPV
In the third theme, therapists described patterns in the types of IPV reported according 
to sexual orientation, and also the forms of abuse that their clients had experienced.
Types o f IPV reported
Many participants identified that, although they had worked with transgender clients 
they had yet to work with a transgender client who brought an experience of IPV to 
therapy: “I've never worked with someone who's described themselves as transgender 
who's experienced domestic violence...” (Claire). Andrew was the only therapist in 
this study who had experience of working with transgender IPV. Distinct to this type 
of IPV, client work was couple based: “Typically, it's a male, a biological male who's 
married heterosexually and the couple need help in adjusting to the new realities, or 
need help in separating”. The setting for the work was based in private practice as 
Andrew acknowledged that the NHS invested resources elsewhere in the transgender 
experience:
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I ’m talking about my private practice now rather than the NHS one. The 
NHS one is more assessment fo r  gender identity diagnosis and treatment, 
where treatment means physical treatment rather than psychological 
treatment.
The lived experience of transgender IPV seems markedly different to that expressed 
by other member groups. Andrew spoke of the violence within transgender IPV as a 
“strong, inter-couple, psychic violence” in which the transgender partner “can't see 
what they're doing to the other party”, so facilitating the adoption of couple based 
work. In other forms of IPV, participants thought that abusive partners were aware of 
the impact they were having on their partners.
Therapists spoke about three distinct formulations of same-sex partner violence. One 
formulation was similar to the dynamics that exist within the domestic violence of 
heterosexual couples whereby there were elements of power and control." “a high 
level o f [  ]  manipulation and control [  J  from the ex and from the abusers which [  ]  
probably, I  would think, is [  J  quite common ” (Simon). Submissive and, controlling 
partners were identifiable in the dynamics:
[  ]  there is something more about one person who is doing the “acting 
out” violence, you know, the hitting or the abuse [  J  and one person is 
taking the position o f being the victim.
Due to partners being of the same sex, therapists spoke about how they struggled to 
identify the roles individuals played: “What I ’ve learnt is really how tricky it is to 
tease out who does what to whom, when, for what reason?” (Marcus). Some of the 
therapists spoke about relationships in which gay male couples exist with a form of 
IPV that is based within a more egalitarian dynamic: “it goes through it as violence 
between two people who can probably dole it out as well as take it” says Marcus, who 
then coined the phrase “bimodal distribution” to describe the two varieties of IPV 
(power and control, and egalitarian abuse) he observed when working with gay HIV 
clients.
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A further formulation of same-sex IPV described an acting out of internal and external 
chaos. One example demonstrated how a gay client who had experienced childhood 
sexual abuse engaged with abusive relationships;
[ ]  his need fo r  anyone to care really [ ]  even i f  it was abusive care, which 
he could see then linked him to him needing his stepfather to show some 
evidence o f caring in his early life because his mother clearly didn’t 
protect him and he was sure that she knew what was going on.
Other therapists contributed complex mental health difficulties of one or both partners 
to causing problematic relationship dynamics. Gary describes this as: “I  guess could 
be labelled to be very borderline in their thinking, sort o f borderline psychotic and 
some elements so, [  ]  with that I  think, there was a sense o f a very chaotic life 
happening” which made it very difficult to work with.* “[  J it's just (makes slapping 
noises to andfro). Who knows, where do you unpick this thing? ”
Individuals who 'came out', later on in life, whilst typically in a heterosexual
relationship, led to a distinct form of IPV. When asked to expand on this concept,
Andrew said:
I'm conscious o f a number of, particularly, women who've been in 
heterosexual type relationships, [  j  who have been in the process o f coming 
out [  j  subjected their partners to violence [  j  and abuse as part o f the 
process o f trying to sort their heads out.
In this instance, the violence and abuse experienced was described as a form of
projection from the partner who was struggling to maintain their heterosexual
defence: “My understanding is that the conflicts inside the couple, inside the internal 
worlds o f the people in the couple, got acted out [ j  by violence or abuse” (Andrew).
151
Reflection box 9: Integrative training and research
Training as an integrative counselling psychologist proved to be 
invaluable when speaking with therapists who drew upon psychoanalytic 
constructs. Had I not had such training, I would have struggled to 
understand many of the concepts on which this participant spoke.
The transference-countertransference experienced in these clinical situations informed 
Andrew of some early relational dynamics that led to the adoption of a heterosexual 
defence:
For some it's a violent... it can reveal a history o f violence or abuse going 
back some years. [  ]  But in the process o f myself and the patient, and 
myself and the couple, you can feel being in the counter transference and 
projection. You can feel something is going on here which is really quite 
violent.
Similarities between LGBT IPV and heterosexual domestic violence were recognised 
by many of the therapists. In particular, Marcus seemed to draw on his DV knowledge 
base to tentatively clarify clients’ experiences: ““how is this similar or different to 
what happens in the heterosexual world? ” And not infrequently, people admit that 
“yes, it’s not that different, i t ’s quite similar””. However, he was able to recognise 
that this approach was one that needed to be conducted with caution for fear of 
“entrenching” an individual into a system within which they did not belong. The role 
of shame about being abused in an intimate relationship, regardless of sexual 
orientation, was another similarity identified by Gary “I  think that there are 
similarities with the experiencing... 'cos there's a lot o f  shame attached to being a 
victim o f domestic violence ”.
Using heterosexual domestic violence services to develop and inform LGBT IPV 
services was thought of favourably by some participants:
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Well, I  think that replicating what is available for the heterosexual 
community is useful The phenomenon does exist so it was really helpful 
when the police decided to have a section dedicated to domestic violence 
or violence between partners o f an LGBT background.
Abuse experienced
The forms of abuse reported were: physical, sexual and emotional. Several therapists 
described how that their clients often lived many miles from the abusive partner, “he 
wasn’t living with the man who abused him” (Penny). Distance from an abusive 
partner did not always aid the abused partner but, instead, was seen to provide the 
abuser with a unique opportunity for emotional manipulation:
[  ]  the distance, I  think, was kind o f useful fo r  the partner who was 
particularly abusive [  ]  because, things like threatening to kill himself so 
the partner who ’d  discover everything would rush up there and wouldfind 
that the partner who’d  threatened to kill himself was actually fine and 
having a gi^eat time.
Physical abuse in relationships was at times described as severe: “[  ]  the partner just 
almost killed him one night” (Simon). Others described an experience where they 
were attempting to defend themselves against the physical attack.- “[  j  it was 
definitely always initiated by the partner, usually after a sustained period o f  
psychological abuse which then turned into violence and she fe lt that she was 
defending herself”, said Simon. For others, they assumed a submissive role, suggested 
by Simon as he described a client who “wouldn't fight back”.
Multiple participants referred to the presence of sexual abuse. Early in her career, 
Claire spoke of her shock on hearing about the sexual violence one of her lesbian 
clients had experienced: “I  guess early on, I  wouldn't o f  expected sexual violence to 
happen among lesbian couples, a lesbian couple”, and acknowledged that her 
assumptions on the types of violence a person could experience would be based on the 
gender of the partner: “The type o f violence. I  kind o f expected there would be 
domestic violence but I  didn't expect it would be sexual”.
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An abuse tactic that is specific to LGBT IPV is the threat of 'outing' by an abusive 
partner. Andrew identified that difficulties can be located in couples where one partner 
is more comfortable and open about their sexual orientation than the other: “[  ]  
shame is a dominant feature in the person's presentation and, when they're with a 
partner who doesn't feel shame and conflict, that gets caused there”. For LGBT IPV 
clients who are struggling not only with being open about their sexual orientation but 
also a diagnosis, such as HIV, Claire recognised their vulnerability caused by this 
intersection: “[ ]  the partner who was being abused is very much concerned about the 
risk o f disclosure, by the other partner, to friends andfamily”. The threat of outing an 
abused partners HIV diagnosis was something Claire fi-equently encountered: 
“threats to disclose is something I've seen on a number o f occasions ”.
Discussion
The themes that emerged from participants' accounts have much in common with 
results found in LGBT IPV research and literature conducted elsewhere. For instance, 
several studies have reported how abusive partners tailor the abuse to the specific 
vulnerabilities of their partner (Letellier, 1996; and Renzetti, 1992) whilst later 
reporting that LGBT IPV clients dismiss the abuse due to its context (Ristock, 2003). 
Donovan et al. (2006) have previously identified the first LGBT relationship as a 
potential vulnerability factor for IPV. A drive for change was identified by McCleenen 
in 2005 when she found that many LGBT individuals were unaware of the existence, 
let alone the magnitude of, IPV. This emphasised a need for education and advocacy 
about violence in LGBT relationships. More recently, in 2008, McClennen suggested 
that the reason LGBT people stay in abusive relationships is that they do not know 
they are being abused.
Whilst useful for informing UK work, the context in which this aforementioned work 
has been conducted limits its applicability to UK practice. The understanding 
developed within this context-specific study needs to be incorporated into practice 
and CPD to ensure that, as therapists, we are able to recognise the societal constraints 
clients experience and, in turn, be better positioned to recognise the development of a
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coping style that is related to context specific societal layers of oppression (McNair 
and Neville, 1996). Adopting this context specific lens, it was possible for participants 
to identify the opaque and damaging nature of IPV in clients’ “lost” lives; the 
experience is often framed as one of many difficulties centred on a lack of 
choice/awareness. Many participants validate the importance of “therapeutic 
competence”, yet much of their experience seems to be underpinned by recognition of 
how services are lacking in preparedness for IPV specific work. Some identified the 
use of a heterosexual model of domestic violence with regards to service development 
and for theoretically informing themselves of the identification of power and control 
in relationships. However, the meaning of the client’s narrative to their experience was 
emphasised as needing to inform the work to avoiding “entrenching” clients into a 
way of being that was incorrect. A rather unexpected finding had been with therapists 
commenting on patterns of IPV they had come to recognise. This led to some tentative 
models being proposed which are by no means complete and warrant further 
investigation.
Implications for future research
A bid to develop LGBT IPV specific support is problematic, due to the lack of 
treatment guidelines in the UK. Currently, there is neither promise of improved client 
outcomes nor effective spending of health care funds for this phenomenon. In April 
2011, the Department of Health produced guidance on commissioning and developing 
specialist services for responding to domestic violence. Whilst not a LGBT specific 
tool kit, it does advise that commissioners consider the needs of different service 
users, including LGBT people. To help develop government policies in this area and 
for their manifestation into services, it is advised that future work looks towards 
individuals who are seen as “experts” in their own experiences; the clients 
themselves.
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Reflection box 10: Taking the lead
As a “progressive profession” (Milton, 2010), counselling psychologists 
are well placed to take the lead in this area of work. As individuals, we 
inform ourselves with social concerns and the roles of stakeholders within 
our society. As professionals, we have a focus on anti-discriminatory 
practice where we can use our strengths as suhj ective-reflective- 
practitioners and empirical-scientists to evaluate and analyse those power 
struggles that exist within our society. Holding true to our pluralistic 
stance and the value placed on human diversity and differences, I believe 
that our own philosophical underpinnings will provide us with a distinct 
advantage over other health professionals to facilitate research with this 
minority group.
The UK is yet to look into IPV for distmct sexual-orientation and gender groups. The 
findings here that IPV is not a unitary phenomenon have been long identified by 
others (Morrow & Hawxhurst, 1989; Merlis & Linville 2008). Tailoring interventions 
to client groups is likely to enhance therapeutic outcome, for instance, in line with 
Robinson and Rowlands (2006), this study also identified that gay men feel more able 
to talk more openly about their relationships. This information may facilitate these 
individuals to engage with services earlier and would be useful to inform the way in 
which a therapist works with a client. The need for this separation has been identified 
by Tesch (2011), who recently made a call to applied UK psychologists for work that 
specifically identifies the needs of transgender individuals when they experience IPV. 
The experience of IPV for bisexual individuals is one of silence; as yet no empirical 
work has been published on the subject in the UK or elsewhere.
Reflection box 11: Informing my future work
Due to the challenges and learning I have gained from this research, in the 
future, I intend to conduct a study that looks into the bisexual experience 
of IPV.
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Paradoxical to Donovan & Hester’s (2010) calls that IPV needs to be appropriately 
labelled so clients are better able to identify their experience, findings from this study 
demonstrate that therapists thought the client’s frame of reference was of the utmost 
importance; to define client’s experience with a label was considered too reductionist. 
Considering this, it is proposed that an area for future work might be around the 
importance of individual and social education about IPV. Once it has become 
recognised as a phenomenon in its own right, labels (if still considered appropriate) 
may be more easily found. Currently, people cannot name that which they do not see.
Reflection box 12: Moving away from categorisation
As I progressed with this research and became aware of the complexity of 
the phenomenon, I too, as a trainee counselling psychologist, found that I 
resonated with therapists’ ambivalence towards labelling the experience. It 
is possible, that the ambivalence may in part explain the persistent lack of 
labels for this phenomenon.
Limitations
These findings do not necessarily represent those of all UK therapists who have 
worked with LGBT IPV clients. It is not possible to claim that the findings of this 
study are applicable to the UK. Unfortunately, despite multiple attempts to recruit 
therapists from Northern Ireland, Scotland and Wales by approaching appropriate 
organisations based within these countries, no responses were given to calls for 
participant recruitment. It is beyond the scope of this study to discuss the reasons for 
this.
Reflection box 13: Interpreting the silence
I find the silence of therapists in Scotland, Northern Ireland and Wales 
intriguing and perhaps provides some information on the experience 
LGBT IPV clients themselves might have.
Support gained from friends, families, social networks and non-mental health sectors
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of the LGBT life were not discussed by therapists. In gay males, McClennen, 
Summers and Daley (2002) spoke of how friends were identified as the main source 
of support with therapeutic sources being perceived as lacking in helpfulness 
(McClennen 2005). Whilst lesbians also reported that they sought help from friends, it 
was contact with counsellors that proved to be most beneficial (Renzetti, 1988, 1989). 
Unfortunately, this study cannot add further information as to where LGBT IPV 
clients access non-professional support.
Reflection box 14: Being seen as a persecutor
During the first interview, where the participant was gay and a LGB 
therapist, there was very much a felt sense that he was defended in the 
way he spoke on the topic. It is possible that as a representative of 
heteronormative society, the participant may have responded to me in this 
way to preclude what he may have identified as an oppressive force from 
gaining information that could be used to further prosecute a community 
he was heavily invested in. I was also aware that due to my inexperience 
with my interview technique and the area of LGBT research being 
relatively new for me, the ability to keep experienced clinicians on track 
for information that was required for the research question may at times 
have been diminished; my data on the phenomenon may not be as rich as 
that which I would have liked.
Conclusion
This study has provided six therapists with the opportunity to voice their professional 
experiences of working with LGBT IPV clients. Aspects of their experience have been 
provided and, although similarities can be drawn between them, at a detailed level, 
many differences remain. In particular, this was true for those who identified the 
importance of the development of specialist skills for working with this client group: 
all agreed that some form of additional insight would be beneficial; you could not 
simply rely on being from a sexual minority group yourself. However, within this 
concept, variety existed from those who promoted attendance at specialist CPD
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training events to others who acknowledged that they learned about the phenomenon 
from their own informal sources (such as factual novels).
It is differences like these that highlight the diverse experiences of therapists across 
England, and offers a forum in which service and staff developments can draw from 
in a continued commitment to enhance the support available for this client group. It is 
hoped that, by considering these experiences, that therapists may be better placed to 
identify and contextualise IPV. Outside of the therapy room, the information provided 
here can be of use for service development, and so aid discussions with public sector 
commissioners of services, and for consideration in training agendas.
Reflection box 15: Use of self
With a divisional emphasis placed upon the reflective-practitioner model, 
I have been reflective about my own drive to conduct research in this area. 
As a heterosexual female, I have found there to be an unspoken confusion 
by participants (and friends of all sexual orientations) into why I am 
conducting research about sexual minorities (a phenomenon recognised 
by Bell, Kitzonger, Hodges, Coyle & Rivers, 2002). I chose not to 
disclose my sexual orientation to research participants. It was easy to 
provide myself with the explanation that my sexual orientation “did not 
matter” as the experience I wanted to capture had nothing to do with me; 
it was the therapist’s experience I was after. However, since conducting 
this research, I am less certain of my initial dismissal. In part, I am aware 
that if I had disclosed my sexual orientation, I may have been attributed 
with attitudes and stigmas that did not match me as an individual. The 
decision to disclose my sexuality in future work is something that I 
remain curious about. Through my own process, I hope to develop an 
informed understanding to whichever approach I may take and it is 
something I will seek to explore through supervision, personal therapy 
and discussions with fiiends.
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Appendix A: Information sheet for potential participants
UNIVERSTTYOF
SURREY
INFORMATION FOR POTENTIAT. PARTICIPANTS
Exploring UK therapists’ experience of working with LGBT clients who have 
been exposed to intimate partner violence
My name is Sarah Head and I am a second year trainee studying for a PsychD in 
Psychotherapeutic and Counselling Psychology at Surrey University.
This study aims to explore how UK therapists’ (of any orientation) have experienced 
working with LGBT clients who have been exposed to intimate partner violence. The 
research will contribute to the completion of my professional doctorate.
For each participant, I intend to conduct a single one to one semi-structured interview. 
I am aiming to recruit therapists from across the UK. As I am based in London, 
therapists that are located in the area will be asked to complete a face-to-face 
interview. Therapists who are located elsewhere will have their interviews take place 
over the telephone. All interviews will be digitally recorded.
The researcher respects the sensitivity of this subject and it is hoped that you will 
experience the interview as a non-judgemental exploration of your views on the topic. 
All data gathered during this study will be held securely and anonymously. If you 
wish to withdraw from the study you may do so at any point but if you choose to 
withdraw once analysis has been completed, your data may still appear in the final 
research write up.
If you would like to take part in the study or have any queries my details are as 
follows:
Sarah Head
Department of Psychology, University of Surrey, Guildford, Surrey. GU2 7XH 
s.head@surrev.ac.uk
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Appendix B: Participant consent form
UNIVERSITY OF
PARTICIPANT CONSENT FORM 
Exploring UK therapists experience of working with clients who have been 
exposed to intimate partner violence tIPVI
This study aims to explore UK therapists’ experiences of working with LGBT IPV 
clients. Depending on the participant’s location, the researcher will be offering either 
a face-to-face (if in London) or telephone interview (if located elsewhere in the UK). 
The interviews will be arranged to take place at a time and location convenient to you.
The researcher respects the sensitivity of this subject and it is hoped that you will 
experience the interview as a non-judgemental exploration of your views on the topic. 
The researcher undertakes to behave professionally and ethically throughout the 
research process.
You will be asked six questions during a semi-structured interview. These questions 
will be sent to you by e-mail, a week before your telephone interview so you are 
informed of what you will be asked about.
The interview will be digitally recorded, and then transcribed with any identifying 
details removed. The transcript, or extracts from, may appear in the researcher’s 
doctoral thesis and in publications and presentations arising from it. The recorded data 
may be heard by a supervisor and those who might be involved in examining the 
thesis.
Everything you say will be treated with confidentiality and in accordance with the 
ethical guidelines of the British Psychological Society 
rhttp://www.bps.org.uk/sites/default/files/documents/code_of_ethics_and_conduct.pd.
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You are free to withdraw from the research at any point and where possible, your data 
will be deleted and destroyed. However, your data may still appear in the final 
research write up if you request to withdraw is made after the data has been analysed.
Researcher Contact Details:
Sarah Head
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
s.head@surrev.ac.uk 
Consent Statement:
I agree to take part in this research and I am aware that I am free to withdraw at any 
point. I understand that the information I provide will be treated in confidence by the 
researcher and that my identity will be protected in the publication of any findings.
Name:
Signature:
Date:
Please note: if you have a concern about any aspect of your participation or any other 
queries please raise this with the researcher. However if you would like to contact an 
independent party please contact the researcher’s supervisor.
Research Supervisor
Dr Martin Milton 
Department of Psychology
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University of Surrey 
Guildford 
Surrey 
GU2 7XH
m.milton@surrev.ac.uk 
01483 689 176
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Appendix C: Interview schedule 
UNIVERSITY OF#  SURREY
INTERVIEW SCHEDULE 
Exploring UK therapists’ experience of working with LGBT clients who have 
been exposed to intimate partner violence
The recorded one to one interview is scheduled to take place on:
You will be asked questions related to:
1. Your profession and your experience in it.
2. Your therapeutic experiences with LGBT clients who have experienced
intimate partner violence.
3. Finding out what the term LGBT intimate partner violence might mean to 
you.
4. Your thoughts around the support this client group receives.
5. Finally, why you chose to take part in this research.
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Appendix E: Example of a transcript
Transcript 4
R = Researcher P = Participant
R: Hello [name o f participant], it's Sarah Head calling.
P: Hi.
R: Is now a good time as we arranged?
P : Yes.
R: Brilliant. Erm, just to say thank you initially for agreeing to do the research and 
erm, just to cover before we begin, anything we do talk about will be sort of kept 
confidential between ourselves and my supervisor, and any information we do use, 
will be anonymised so there will be no way that anyone can trace any of the client 
stories or identify yourself in anything we use.
P; What sort of phone are you using 'cos I can barely hear you?
R: Erm, I'm using... I've got you on speaker phone. Is it better if I come closer to 
you?
P : That's better.
R: OK, it's alright. I'm just trying to gauge. Please let me know, it's on mobile as well 
as I'm recording it so if it does fade out, please do say and I'll repeat the question.
P: OK.
R: Alright, do you have any questions before we begin?
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P: No, I'm OK.
R: Okey dokes. Did you get a copy of the questions I sent through to you?
P: I did.
R: Alright, well if I could just sort of use that as a rough guide, erm and starting with 
the first question really. Can you tell me a little bit about your profession and the 
experiences you've had?
P: Do you mean how long I ’ve been a psychologist and that sort of thing?
R - Yeah, what type of psychologist you are, any background details really.
P : Yup, OK. Erm, well. I’m a clinical psychologist. I erm, trained as a mature 
student. I married young and had three children so I went to University when I 
was 31.
R: Right.
P: And I qualified when I was 37 and I’m 65 this year so I’ve been practicing a 
while. My specialist area is learning disabilities, but I decided at the beginning of 
my work that I would never stop working with any other client group so I’ve 
always managed one way or another to work with every client group throughout 
my whole career. And, when I had a specialist learning disabilities post, I started a 
private practice for people who didn’t have disabilities and I’ve always, always 
kept that broad experience. I have my own business now which was started in 
2003 so I have a psychology consultancy and I also have a care company and a 
training company, all around emotional development. That’s our specialist area. 
We provide specialist services for people with complex needs, to do with their 
arrested or impaired emotional development. So, in terms of the area that you’re 
talking about, I became a member of the [mentions a governing body] diversity 
group about three years ago and LGBT is a significant part of that group so I have
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a connection there. Erm, and then recently, for the last couple of years, I did erm, 
some helping out really in an NHS service just one day a week as an adult mental 
health psychologist and erm it was during that piece of work that I did an 
extensive piece of work with a young man who was in the situation that you’re 
researching.
R: Right.
P: So that’s how come I’ve said yes, I would respond to your research. The erm, 
other thing about me is I’ve been very active in the [mentions a governing body], I 
was chairman of [mentions a division] in ’93 and ’94 and I was president of the 
[mentions a governing body] in 1999-2000.
R; OK, alright. So you’ve certainly got a very broad spectrum of experiences that 
have brought you up to where you are today then really.
P: Yes.
R: OK, I mean, you mentioned sort of. I ’m thinking more specifically of your 
experiences with minority groups and you mentioned something about joining a 
member group. What was it that led you to sort of working with minority groups?
P: The [mentions a governing body]!
R: Yeah.
P: Well, what they realised at long last [laughs], that the [mentions a governing 
body] discriminates against therapists who are different, never mind clients who 
are different. Erm, and so there was a real move, several years ago to erm, start 
this diversity group to try and address the issues both in terms of therapists and in 
terms of clients. Although, I first thought it was about clients and then discovered 
it was therapists they were more worried about. But I joined that group really from 
a disability side as that’s my specialist area so I was contributing the disability
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issues to the diversity group erm but discovered that there was far more 
dominance for the LGBT group.
R: OK. Right, no thank you for that. I guess that sort of brings me onto the next area 
really. I mean, I know you mentioned in particular one case with a man who had 
been in a domestically violent, erm... relationship, can you tell me a little bit 
about you therapeutic experiences with this client or with clients who’ve been in a 
similar situation?
P: Well, my, my therapeutic work with him, it was over about a year. I ’m just trying 
to think how many sessions we had in that time. Erm, he must have had about 30, 
35 sessions in that time I think. Erm, it was a complex, well, as they always are I 
suppose. He had a complex abuse history in that he was abused by his step father. 
Erm and when he first came to see me, he was wanting to go forward for gender 
realignment and he was fairly sure in his own mind that he was female. But then 
the more we talked about it in therapy, the more he came to an acceptance of his 
maleness and his recognition that the drive to be female stemmed largely from his 
experiences of the way he was treated sexually and he became more comfortable 
with the idea that he was gay. Rather than that he was female. Erm, he was a 
devout Christian as well which made it more complicated for him.
R: Absolutely.
P: But at the time I first saw him, he was recovering from a serious suicide attempt. 
He’d been close to death in fact. He was only, he was rescued erm just in time 
really. He’d cut and got in a bath so you know, he could, hopefully he could bleed 
out. Which he didn’t do and he had a period of time in an acute psychiatric facility 
and then he was back out in the community and he came to see me. And, he did 
get back to work but he had enormous problems with anxiety and erm struggling 
with a sense of identity so I suppose my, my therapeutic endeavours was to help 
him become comfortable living with who he was.
R: Right. Can I just check, was his original referral to you because of the suicide
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attempt or was it for a different reason.
P: Sorry, I can’t hear you.
R: Was his referral to you because of the suicide attempt or was it...
P: Yes.
R: It was. And, it was through the process of the therapy that you began to make 
sense of the abuse he had sort of experienced historically.
P: Yes, and in terms of the abuse he was experiencing in the present, he wasn’t living 
with the man who abused him but he would always say “yes” if the man rang up 
and said “can I come round?” Erm, and so he was being abused in more than one 
way if you like, the sex itself was abusive but he was being abused in that he was 
picked up and dropped as it suited the bloke who was abusing him.
R: I mean, would he have reported that as the main form of abuse? The emotional 
side of being used and “picked up and dropped” as you said?
P: I would say he probably did experience that as the most abusive side of it because 
in some ways he wanted the contact. He wanted the sex but he didn’t want it to be 
abusive.
R: Right.
P: Erm, clearly. Because he was used, he was... well, towards the end of therapy, he 
did break off this relationship. Whether it staid broken, I don’t know but he did 
break it off during the therapy because he could see that he was being used and 
abused and that if he wanted a gay relationship, he could almost certainly find a 
better one rather than just be the recipient of what this bloke was dishing out. Erm, 
and so it was about him gaining some self-respect really. Making the decision for 
himself that he had a right to have what he wanted out of a relationship but his
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need for anyone to care really, erm, even if it was abusive care, which he could see 
then linked him to him needing his stepfather to show some evidence of caring in 
his early life because his mother clearly didn’t protect him and he was sure that 
she knew what was going on.
R: Right.
P: Erm, so he was very much a lost person I think really. And so, any attention was 
better than no attention.
R; Right, so it almost sounds as if he was trapped in a vicious circle from when he 
was younger, relationally and repeating the similar cycles.
P : Yes, yes.
R: And I mean, when he came to therapy with you, was he aware that the 
relationship... was there a sense of awareness that the relationship wasn’t healthy 
or was that just a multiple, one of many factors in his life that wasn’t contributing 
to him being a happy individual?
P: I don’t think he was, I don’t think he had thought of that relationship as being 
abusive, erm, he, erm, he talked himself into seeing that during the therapy 
[laughs].
R: Right.
P: You know, I think it was just a fact. It was something that happened and erm, and 
this chap was one of the people that, I suppose one of his significant others. He 
has, he had a few friends close friends as well and he had a few friends in the 
church. Erm, but he’d fallen out with the church because, not fallen out with the 
church, but fallen out of the church to some extent because of his guilt about this 
relationship.
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R: Hmm....
P: So, he was in a very confused state I would say.
R: Hmm... And he sounds potentially quite isolated as well with...
P: Yes.
R: Right. And I mean. I’m just trying to sort of, get my mind around where the 
domestic violence, intimate partner violence sort of appeared in the therapeutic 
process. I mean, was it something that he brought nearer the beginning or was it 
something that kind of came out as the therapy progressed?
P: It wasn’t there as “abusive” at the beginning, it was just there as something that 
was part of his life. Right. And it was only as time went on and he trusted me 
more I suppose, and talked more about the present day, ‘cos in the early parts of 
therapy, it was mainly about the past. It was designed to be a psychotherapeutic 
approach, ‘cos he’d already tried a number of other approaches so we were 
looking for the source of the distress, erm you know, in his early childhood. And it 
was only as we got into the therapy that he could see the similarities between the 
way his stepfather treated him and the way this chap was treating him. Erm, and 
then, he was extremely good, in therapy in that he really took to a psychodynamic 
approach very quickly and he would talk and talk and talk and then he would say 
“oh! And that’s what it means isn’t it?” [laughter]
R: Right.
P: And would talk himself around to recognising that this was an abusive 
relationship and then he would just look at me and say “I’ve got to it haven’t I?” 
And I would say [laughs] “You know you didn’t need me to say that.” He worked 
that out for himself. Erm, but it was about his self-esteem, his self-worth, his 
realisation and recognition that he didn’t have to put up with it in order to have 
people make contact with him.
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R: Hmm... It certainly sounds like it would’ve been a very moving ease actually.
P: Sorry?
R: It sounds like it would’ve been a very moving case.
P: Oh yes, yes.
R: Erm, and thinking about him in particular, I mean, well actually if you can draw 
on other experiences too, sort of thinking of the [mentions a governing body] 
minority group. I ’m also curious about therapists experiences of services the 
LGBT clients have experienced intimate partner violence, what their experiences 
of those services are. Have you come across any specialist services, if you think 
specialist services might be useful?
P: We’ve got nothing specialist up here. I mean, I live in [mentions location]. There’s 
nothing up here at all. I mean. I ’m aware of services in [mentions nearby city] and 
[mentions nearby city] but that is not in any sort of close contact. But erm, in 
[mentions a city] there’s all sorts of specialist services aren’t there? We just don’t 
get anything like that in the [mentions regional location] at all.
R: Right, so it sounds as if there’s a real sort of lack of them around in the [mentions 
regional location] area that there’s a sense that there’s more located in [mentions 
regional location], in particular, the larger cities.
P: Yes.
R: OK.
P: But that would be the same for any other specialist thing, like victims of torture 
and so on, we don’t get anything, any of those sort of services up here. People are 
managed within the existing services. And, I mean certainly, in that period of time
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where I did that consultancy, where this gentleman was a patient, I had three war 
veterans who should have been in specialist services, and there was no specialist 
services for them. You know, there’s things like that where... There was one gulf 
war syndrome, one PTSD from being in Afghanistan and things like that and they 
just don’t get anything specialist in the provinces.
R; Right and so, even though without the specialist services, it certainly sounds as if 
with the client that you spoke about just a moment ago, you actually still managed 
to reach some form of resolutions for him through his therapy.
P: Well, yes because I mean my approach, and certainly for the people that I 
supervise, I encourage the same approach that people are individuals whatever are 
their difficulties.
R: Yeah...
P; And although you know, sort of anorexia services, you might find that if you’re in 
a specialist service, you get more support and perhaps more understanding of the 
condition but if I see somebody with anorexia, I start with “well, what is it for this 
person? What does this behaviour mean for this person?” and really I would want 
all psychologists and psychotherapists to be that adaptable. Erm, I know there’re 
not often but it would be good if there were.
R: That would be the ideal.
P: Not everybody is as old as me
[laughter]
R: It certainly seems like a lot of experience would help with that flexibility. Erm, 
and, I mean... the next question I’m aware is a bit clumsy. But I’m just curious as 
to therapist’s views on what the term “LGBT intimate partner violence” might 
mean and if they can account for where this may have changed throughout their
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professional life dependent on their experiences?
P: Right, well for me, erm you know, intimate partner violence, whether it’s 
heterosexual or homosexual, is the same. It’s wrong. And... erm, there’s always a 
victim and there’s always a perpetrator. Erm, but that’s true of all violence. Erm, 
there’s a victim and a perpetrator. For me, I don’t see it as being significantly 
different. Now whether, because it’s not my particular research area, which it is of 
courses yours [laughter] I don’t know whether there is research that shows whether 
there’s more intimate... er more violence in intimate relationships with people 
who are homosexual as opposed to heterosexual but there’s such a significant 
amount of violence in heterosexual relationships as well and there’s a significant 
amount of violence against strangers. I’ve done a significant amount of work in, 
with perpetrators as well as with victims, I worked at [names work place] for 
several years, and I’ve worked in secure settings so I’ve done a lot of work with 
perpetrators as well. Erm, and to me, individual people have life events which turn 
them in one direction or another and that’s how it is. Er, and for each individual 
person that you see, it is their life, it is their life events that have made them who 
they’ve become. And you know, people who become perpetual victims, have 
usually been victims in childhood and people who’ve become perpetual 
perpetrators were also victims in childhood but they turned to revenge. Whereas 
others turn to stay being victims whereas to me, in all the different areas of 
violence that I’ve worked with, you know including working with murderers and 
people who’ve raped, and you know, and also with people with disabilities, who 
lash out in rage out of complete frustration, with their trapped life, you know 
the... it is all related to the experiences they’ve had in childhood and then what’s 
compounded that, so lots of people could have had really horrible experiences in 
childhood, but if those things are not compounded by other bad experiences, you 
know most of us recover and get on with it. Erm, but a significant number don’t.
R: So it sounds...
P: If that’s helpful?
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R: It is, it sounds as if in a way, and please check me if I’m wrong, that it’s more 
about the individual than necessarily just the sexuality of the individual.
P: Yes.
R: Right.
P: That would be my position. Yes.
R: OK. So that’s really useful to have so thank you. And, and I mean, thinking... I 
know you mentioned earlier, sort of thinking about revisiting an earlier question 
slightly about the support this group receives. I know you said that up in the 
[mentions geographical location] it seems to be quite lacking in specialist 
services, but I’m also thinking about LGBT communities. Church might also serve 
a purpose for some of them or religion, or spirituality. Do you have any thoughts 
about the support this client group receives with regards to domestic violence?
P: Could you say that last bit again?
R: Do you have any thoughts about the support this client group receives with 
domestic violence? I ’m talking also personal as well as professional support here, 
that you can draw from.
P: Erm, I’m just trying to think. I think over the years I’ve worked with a number of 
women who have been victims of domestic violence who have received 
significant support from women’s refuges and women’s aid so that group perhaps 
are better supported certainly than they were. When I was a victim of domestic 
violence in my early twenties, and that’s a long time ago, there was no support 
then really. I had to go back to my family, there was no choice. Erm, whereas now 
I can, if I meet a woman, you know therapeutically, and she’s a victim of domestic 
violence, I know I can point her in the direction of support. Erm, I know the courts 
are better than they were. They’re still not good enough but they’re better than 
they were at dealing with domestic violence. Erm, they’re probably less good.
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well, I would suspect that same-sex couples are less likely to turn to the courts 
erm for support because of the media attention that they would get. It would still 
be something that would probably be seen as either their own fault or just part of
their “kinky” ways or something like that. You can just see the Sun headline can’t 
you?
[laughter]
R: There’s certainly much more of a stigma for people.
P: Yes, there is a lot more stigma isn’t there?
R: So, it’s sort of keeping it in the closet further.
P: I’m not sure if I went off the point there.
R: No, no you didn’t. Everything is really useful from many perspectives. So that was 
great. I mean, if, I mean, I guess I’m coming to the close of the interview really. 
I’m wondering if I hadn’t asked the questions that I’ve asked, might there of been 
anything you’d of thought of spontaneously to say or that you wanted to say and 
haven’t had the chance to say in the questions that I ’ve asked so far?
P: Erm, I’m just trying to think really cos when you first asked me about it, I did sort 
of reflect on it. Erm and think about what sort of things had struck me about it. I 
suppose one of the things that I do find if I’m working with someone who is 
experiencing something that I couldn’t and that I ’ve never experience, erm, 
imagination has to come into it a bit doesn’t it?
R: Yeah.
P: Er and I suppose, thinking of you know man-on-man if you like, intimate 
violence. I, it takes me to... Did you ever read the re-generation theories trilogy?
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R: No.
P: Erm, I ’ve forgotten the name of the author. It’s Anne somebody... Erm she wrote 
about the Vidal, not Vidal Sasson,
[laughter]
P: No wait. Erm Ian Rivers and Sasson and... worked with Sasson and Company, 
after the first world war with traumatised people.
R: OK.
P: It was the beginnings of the working with PTSD and in that trilogy, erm she 
captured an enormous amount of man-on-man sexual violence and it was my first 
experience, I think, of really detailed descriptions of what men might do to each 
other. Erm and I find that if I’m with, Anne Barker, that’s the author.
R: OK.
P: If I’m with somebody who’s talking about that, I don’t necessarily ask them to 
describe what happened to them but it throws me back to those descriptions in 
those novels. They were novels based on facts but they were novels.
R: So it sounds as if they, would you say quite traumatic sort of images to evoke and 
that’s why they’ve sort of stuck with you?
P: Quite a lot of them were traumatic yes. Although, the way it’s described in the 
books, the people in receipt, if you like, of the attack, erm were getting something 
out of it.
R: Hmm... right.
P: Erm, either perceiving it as punishment because they deserved it or erm enjoyment
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because there was pain which made them feel alive.
R: Hmm... hmm...
P : You know because they were traumatised people in the book.
R: Yeah, and I’m also thinking about your experience with the client. There was 
some role that he was getting from the relationship. In the... I mean, there was 
something happening for him. It wasn't an empty or dead relationship. There was 
something happening.
P: Well, that's true of everybody in every relationship and every activity that you 
engage in isn't it?
R: Yeah.
P: I mean, erm, if there's no... if somebody's getting nothing out of it then generally 
they will find someway to stop it.
R: Hm...
P: You know, even if they die. You know, they will find a way out. Erm, if they're 
getting nothing out of it. Erm, there are some people clearly who are imprisoned, 
er trapped and they have no way out. But the majority of people are not in that 
situation are they? They compulsively repeat the abusive erm experience. Erm, 
and because they can't see why they're doing it and why they can't stop it, er but 
one of the... they're either doing it because it's become a habit they can't break or 
it's a way of having some contact better than no contact. Or they believe they're 
not worth anything else. You know, there's always something that you can 
eventually get to if they do come to therapy to explain the behaviour because all 
behaviour has meaning.
R: Yeah.
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P: There is nothing that we do for nothing.
R: Hm. No, absolutely, absolutely. Erm, can I just go back to something you said 
earlier about working with perpetrators in secure settings. Were any of those 
perpetrators from the LGBT community or were not as far as you were aware?
P: Erm, there would be perpetrators who if you like, were same-sex perpetrators. 
Whether they had class themselves as being from the LGBT community is another 
matter. I think some of the disturbed, violent offenders will offend against 
anybody or anything including animals. Erm, Tve certainly worked with people 
who would literally have sex with anything that they could have sex with.
R: Hm.
P: You know so there's some...
P: Bit grey. In high secure hospitals like [names prison], you do get the absolute 
extremes.
R: Right. OK. No that clarifies that...
P: I certainly wouldn't have like to meet those people; they just couldn't put you 
down.
R: Yes, yes. By the sounds of it, absolutely. OK. Well, that’s all the questions that I 
have to ask really. Erm, thank you so much for agreeing to take part. Erm, what 
I'm hoping to do, I mean once all the analyses has been through, I will summarise 
all the information and send out the information to people who have taken part. 
Thank you very much and I'll be in touch with the summary hopefully around the 
summer time.
P: OK, no problem. No problem at all.
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R: Thank you very much. Bye bye.
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Appendix F: Manuscript submission guidelines 
The Journal of Interpersonal Violence
The Journal o f Interpersonal Violence is devoted to the study and treatment of victims 
and perpetrators of interpersonal violence. It provides a forum of discussion of the 
concerns and activities of professionals and researchers working in domestic violence, 
child sexual abuse, rape and sexual assault, physical child abuse, and violent crime. 
With its dual focus on victims and victimizers, the journal will publish material that 
addresses the causes, effects, treatment, and prevention of all types of violence.
Manuscripts should be submitted electronically
to http://mc.manuscriptcentral.com/iiv where authors will be required to set up an 
online account on the SageTrack system powered by ScholarOne. Manuscripts should 
not exceed 22 typed double-spaced pages, including references, tables, and figures. 
References must conform to the Publication Manual o f the American Psychological 
Associationiftmûi Edition). All artwork must be camera-ready. Authors should include 
their name, affiliation, mailing address, email address, telephone number, and a brief 
biographical statement on a separate title page. Each manuscript should include an 
abstract and 3-5 keywords. Submission of a manuscript implies commitment to 
publish in the journal. Authors submitting manuscripts to the journal should not 
simultaneously submit them to another journal, nor should manuscripts have been 
published elsewhere in substantially similar form or with substantially similar content. 
Authors in doubt about what constitutes prior publication should consult the editor.
Authors who want to refine the use of English in their manuscripts might consider 
utilizing the services of SPi, a non-affiliated company that offers Professional Editing 
Services to authors of journal articles in the areas of science, technology, medicine or 
the social sciences. SPi specializes in editing and correcting English-language 
manuscripts written by authors with a primary language other than English. 
Visit http://www.prof-editing.com for more information about SPi’s Professional 
Editing Services, pricing, and turn-around times, or to obtain a free quote or submit a 
manuscript for language polishing.
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Please be aware that SAGE has no affiliation with SPi and makes no endorsement of 
the company. An author’s use of SPi’s services in no way guarantees that his or her 
submission will ultimately be accepted. Any arrangement an author enters into will be 
exclusively between the author and SPi, and any costs incurred are the sole 
responsibility of the author.
Any further questions can be directed to jiv@u.washington.edu.
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Running head: EXPLORING BISEXUAL INTIMATE PARTNER ABUSE
Filling the Silence:
Exploring the Bisexual Experience of Intimate Partner Abuse
Sarah Head
School of Psychology at the University of Surrey
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Abstract
The objective of this study was to explore the subjective experience of bisexual 
people who have experienced intimate partner abuse and to provide a tentative 
foundation upon which further discourses and research work can build. Eight 
participants were recruited and provided taped data from semi-structured qualitative 
interviews. These were transcribed verbatim and were analysed using grounded theory 
methodology. A theoretical understanding of the bisexual experienee of intimate 
partner abuse was developed. The basic psychological process of 'adjusting for 
consonance' described the dynamic process of the categories 'getting lost in the 
relationship' and 'lifting the veil'. New insights into the bisexual experience of 
intimate partner abuse are provided and their clinical implications are discussed.
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Filling the Silence:
Exploring the Bisexual Experience of Intimate Partner Abuse
Intimate partner abuse (hereafter, partner abuse) is recognised as a public health 
problem (WHO, 2002) and is acknowledged to impact individuals from all major 
racial groups, ages and social classes (Berrios & Grady, 1991; Browne & Law, 2007; 
McDermott, 2011; Stets, 1988). Partner abuse has been linked to a range of medium 
to long-term physical, psychological and social difficulties such as gastrointestinal 
disorders, chronic pain symptoms, an inability to trust others, symptoms of PTSD, 
suicidal behaviours and being isolated, along with many others (Coker, Davis, Arias, 
Desai, Sanderson & Brandt, 2009; Heise & Garcia-Moreno, 2002). Typically, research 
into violence in intimate partner relationships has focused on the heterosexual 
experience (Lockhart, White, Causby & Isaac, 1994). The models produced from such 
work whilst invaluable for some, has been criticised by lesbian, gay, bisexual and 
transgender (hereafter, LGBT) activists as they adopt a heterosexist gender-based 
model of domestic violence which does not fit for those who do not conform to binary 
notions of gender nor adhere to heterosexist assumptions of sexuality. The 
development of LGBT specific models of partner abuse have led researches to 
acknowledge that whilst there are similarities between heterosexual and LGBT 
models, differences are shaped by the experience of heterosexism and homophobia for 
an LGBT individual (Donovan, Hester, Holmes & McCarry, 2006; Renzetti, 1989; 
Richards, Noret & Rivers, 2003).
More recently, there is a growing body of empirical work into the experience of 
partner abuse within sexual minority relationships (Donovan, et al., 2006; Letellier, 
1996; McClennen, 2005; Renzetti, 1988, 1989; Robinson & Rowlands, 2006). Much 
of this work explores partner abuse according to gender. Considering that LGBT 
individuals do not consider themselves to be a homogeneous group (Dollimore, 1997; 
Prosser, 1997) and that despite the realisation that partner abuse is not a unitary 
phenomenon (Morrow & Hawxhurst, 1989; Merlis & Linville 2008), adopting a 
gender rather than a sexuality category for investigating partner abuse, has resulted in 
the bisexual experience being ignored by researchers. Why is this?
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Borrowing ideas from Merrill (2008), it may be possible that researchers fear the 
recognition of bisexual partner abuse as it may confirm biphobic stereotypes and fuel 
stigma. Equally, researchers risk challenging (and contradicting) the most popular 
paradigm, the feminist perspective. Barker, Richards, Jones, Bowes-Catton and 
Plowman (2012), posits that bisexuality is a 'silenced', 'excluded' and 'invisible' 
sexuality in many domains, including within research and psychology. These claims 
seem to be true as despite Walters, Chen and Breiding (2013) findings that bisexual 
women are at greater risk of sexual violence than any other female sexual orientation 
group, no work has yet been conducted in this area.
Psychologically, bisexual individuals are reported to have the highest experience of 
mental health difficulties (Barker et al., 2012) amongst all sexual minorities. 
Explanations for this have been linked to individuals experience of biphobia (which 
can be explained as negative attitudes and structures specifically directed towards 
anyone who is attracted to more than one gender) and bisexual invisibility which is a 
form of biphobia, in which binary gender understandings erase bisexuality as a 
possible sexual identity (Barker et al., 2012). Research by King and McKeown 
(2004), has shown that bisexual individuals are less at ease with their sexuality than 
gay or lesbian individuals and so are less open about their sexuality to friends, family 
and health professionals (King & McKeown 2004). Consequently, in the silence 
around bisexual partner abuse, bisexual people will be particularly vulnerable, as not 
only is it likely that services will be blind to their difficulties, there is an increased 
likelihood that their support networks are unaware of their sexuality.
In their lack of action, researchers in the field have continued to make invisible the 
bisexual experience of partner abuse. This is a phenomenon that as yet, has no 
recognition. In the absence of knowledge, it is unlikely that bisexual partner abuse can 
be responded to appropriately by the individual, friends, and family or by service 
providers and their staff. Taking into consideration Barker et al.'s (2012) calls for 
research into this area and Warner, McKeown, Griffin, Johnson, Ramsay, Court & 
King's (2004) recognition that bisexual individuals are a distinct group that merit 
further research, this study adopts a qualitative perspective to ask the question:
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What is the bisexual experience of intimate partner violence?
By adopting a qualitative approach to answer this question, the exploration and 
development of theory into what bisexual IPV is and how this experience and its 
given contextual factors may (or may not) shape behaviours enables meanings, 
processes, contexts and unique personal accounts to be explored in detail, yielding 
new and in-depth insights into a person's experience. Grounded theory is the chosen 
approach for this study as it was originally proposed by Glasser and Strauss (1967) as 
ideal for use in the introductory, exploratory and descriptive study of phenomena 
where little research has been conducted. The approach proposes a method of 
developing or 'discovering' theory which inductively describes processes and 
relationships from the close examination of data. Charmaz (2006) has challenged the 
methodologies original positivist stance with the belief that imperative to the research 
process, are the ideas provided by symbolic interactionism (which identifies that 
social interactions are meaningful and through shared meanings individual’s are able 
to interpret their world and others who interact with them). In aligning with 
Charmaz's stance the researcher will adopt a constructionist position and as such will 
incorporate the most salient contextual factors of the phenomenon to develop 
substantive theory based within an ontological acceptance of multiple, socially 
constructed realities and truths and an epistemological dependence on the 
transactional quality between researcher and participant to mutually construct deep 
meanings.
Reflection box 1: Embracing the scientist-practitioner model
Grounded theory shares with counselling psychology, an inductive approach 
to assimilating knowledge that takes into consideration the social context. 
Constructing theory from lived experience facilitates the integration of 
theory and practice in a way that provides an exemplar of the scientist- 
practitioner model. With its paradigmatic and methodological flexibility, 
grounded theory provides a qualitative approach that facilitates research into 
a range of issues that counselling psychologists might wish to address, in 
this instance the exploration of a phenomenon with a sexually diverse 
population within a social context of oppression._____________________
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The aim of this study was to gain a greater understanding of how bisexual people 
make sense of their experience of partner abuse. Overall, the objective is to 
acknowledge the subjective views of bisexual people who have experienced partner 
abuse and to provide a tentative foundation upon which further discourses and 
research work can build.
Method 
Participants
Eight participants were recruited to take part in the study. Participants were between 
the ages of 23-49 (with a mean age of 33). Seven participants lived in England, one in 
Scotland. Seven participants identified as female, one as male. Seven participants had 
experienced abuse from mixed-gender relationships; one had experienced abuse from 
a same-sex relationship. Two participants had been in closed polyamarous 
relationships when the abuse occurred. All but one participant identified as being 
bisexual from a young age. Written consent was attained from all participants.
The first participant’s experience served as a starting point for the development of an 
interview agenda and facilitated the adoption of appropriate language. Further 
sampling was driven by the emerging theoretical categories that emerged from earlier 
interview data.
The required sample size in qualitative analysis is not determined a priori but through 
the process of data analysis and stops only when the coding of additional data 
generates nothing new (a point referred to as 'theoretical saturation'). Saturation is 
determined by the judgement of the researcher (Charmaz, 2006; Daly 2007) and is the 
position used for this study.
Procedure
The study followed a theoretical sampling strategy for data collection (Charmaz, 
2006), which is an approach that enables continual sampling to occur concurrently 
with data analysis as it allows for the generation of new data to be guided by gaps in
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the emerging categories and verifies the interrelationships that are emerging through 
the analytic process. Consequently, calls for participants were placed within LGBT 
organisations, social media networks and academic mailing lists. Despite a quick 
initial uptake, recruitment soon came to a halt; a more creative approach was needed 
for the next recruitment phase. Recruitment leaflets were created and distributed at 
conferences, and placed upon the noticeboards of LGBT bookshops. The researcher 
made a recruitment video that got uploaded onto YouTube and overall, 110 UK LGBT 
organisations and bisexual activists throughout the UK were approached either 
directly or via social media websites (Facebook and Twitter) requesting that they 
support a call for participants. Snowballing fi-om these adverts facilitated the 
recruitment process.
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Reflection box 2: Struggling with recruitment
Despite receiving international support for running the study, I found it 
incredibly difficult to recruit participants. Using this anxiety to fuel my 
recruitment drives, I sought advice from other specialists in the field to see 
if I was missing something out. Some brought to my attention the 
importance of being creative in my calls for participants but many 
acknowledged that this was a very difficult participant group to recruit. 
Drawing from this correspondence, I began to think about the impact 
minority stress and stigma may have on disabling people to come forward to 
take part in the study, for instance, in talking about partner abuse, were there 
concerns that it might reinforce biphobic attitudes? As an “outsider”, I 
began to recognise the possible naivety I brought about the socio-political 
environment these clients face and how I had positioned myself as someone 
who would be capable of producing work that might benefit this client 
group. Developing my awareness of the context and coming from a 
discipline that expects and recognises the influence of politics, highlighted 
for me that participant recruitment might be enhanced if people were able to 
feel a sense of connection to me prior to registering their interest. This led to 
me developing a recruitment video fhttp://www.voutube.com/watch?
v=EB2QOLbvkX81. Whether this was the cause of the increase of
participant recruitment or not, I will never really know but being prepared to 
put a face to a name and introduce a human quality to recruitment is 
something I believe to be invaluable when you are trying to recruit hard-to 
reach participant groups.
Interested participants were screened by e-mail to determine if they met eligibility 
criteria: they needed to identify as bisexual; have experienced partner abuse in their 
relationships; could be bisexual individuals of any gender, ethnicity, faith, ability, 
disability and employment status; and were required to no longer be in an abusive 
relationship. Participants completed and returned to the researcher a signed copy of a 
consent form that had been agreed by the Faculty of Arts and Human Sciences 
(FAHS) Ethics Committee at the University of Surrey's ethics committee. Eligible
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participants were scheduled for a telephone interview using a semi-structured 
interview schedule. All interviews were digitally recorded and lasted for an average of 
48 minutes, with a range of 34-64 minutes. After the interview, participants were 
debriefed and asked if they had any questions or concerns. Interviews were conducted 
between February 2013 -  April 2013.
The semi-structured interviews consisted of questions focusing on a person's 
relationship in which partner abuse occurred, how they coped with the experience and 
the impact it has had upon them. Specifically, the following questions, which were 
slightly modified in each interview were: “What would you identify as intimate 
partner abuse?”; “At what point did you come to identify your relationship(s) as 
abusive?”; “Thinking back on your personal experience, can you identify when the 
abuse started?”; “Did your sexuality play a role in abuse you experienced?”; “At the 
time, how do you think you managed to cope with the abuse?”; “What brought your 
abusive relationship(s) to an end?”; “Can you tell me about the support you've 
received (if any)?”; “How has your experience with abusive partners impacted on 
your life (positively and/or negatively)?”; “How do you think bisexual intimate 
partner differs (if at all) from intimate partner abuse in other sexual orientation 
groups?”; and “ Using knowledge gained from your experience, what message would 
you like to give to other bisexual individuals who might be currently experiencing 
intimate partner abuse?”.
Reflection box 3: Choice of questions
The questions that have evolved will have been informed by own 
interpretative lens (mentioned below). Reviewing these questions at a later 
date, made me recognise that I never asked about the type of abuse a person 
experienced. I wonder if I did this in an attempt to ensure a research rather 
than a clinical interview. Alternatively, it could be that at some level, I 
became aware that this was a question I need not ask; all participants choose 
to inform me about the forms of abuse they experienced within the process 
of their interview.
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Ethical issues
As the study intended to use participants that could be considered vulnerable as a 
result of their experiences, a written proposal was submitted to the FAHS Ethics 
Committee. Once a favourable opinion from the committee had been granted and with 
due consideration of the BPS Code of Human Research Ethics (2010), participant 
recruitment began. All participants were provided with a participant information sheet 
(see Appendix B) and asked to provide written consent (see Appendix C). Participants 
were informed of their right to withdraw from the study at any time and that their data 
would be made anonymous. Interview agendas (see Appendix D and E) were e-mailed 
to participants a week prior to the scheduled interview date. Recognising that 
participants might be affected by participating in the research, participants were 
informed at the beginning of interviews that if they did not wish to answer certain 
questions, that would be fine and that if emotions became too difficult during the 
interview, space could be given to allow for de-escalation and containment. The 
contact details for the researcher and the research supervisor were provided for 
participants to make contact to discuss the impact of participating in the research if 
required and if participants identified that they needed further support, they could be 
sent an information leaflet for specialist organisations that they may wish to contact 
(see Appendix F).
Analysis
Interviews were digitally recorded, transcribed verbatim and analysed through a 
process of constant comparison (whereby more abstract concepts and theories are 
produced by constantly comparing data, categories and concepts throughout all stages 
of the analysis both within and between different dialogues). For each interview, there 
were two preliminary stages of data analysis: line-by-line initial coding and focused 
coding. The initial codes were written either in-vivo (using the participant's words), 
e.g. opening Pandora's Box, or used gerunds that helped to capture the actions that 
were occurring in the data.
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Focused coding was then used to synthesize and explain large segments of data. To 
develop the codes, data was compared with data and the most frequent or significant 
codes that helped make the most analytic sense of participant's account were utilised. 
To help start the analytic process of the focused codes, codes were clustered to 
enhance creativity and helped identify how clutters fitted related to one another. 
Generating clusters provided a preliminary sketch of the memos that needed to be 
written. This method of constant comparison helped to generate and explore concepts 
previously identified and led to the development of more abstract, theoretical 
categories.
To facilitate the abstraction of ideas about the data, analytical memos were written 
using the focused codes that had emerged from the data. These memos were 
continually returned to, re-drafted and edited throughout the analytic process as 
comparisons and connections were made both across and within the data sets as new 
questions emerged during the analysis. To help identify the relationships and lineages 
between the categories, a conditional relationship guide (Scott & Howell, 2008) was 
used as it helped to contextualise the central phenomenon and enabled the researcher 
to relate categories by linking structure with process through engaging with 
investigative questions such as 'what, where, when and how?' To help identify 
relationships further, diagramming was used (Figure 1). Through this process of 
constant comparison throughout all analytic stages, the theory of adjusting for 
consonance in the bisexual experience of intimate partner abuse was constructed.
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Reflection box 5: Researcher’s lens
Consistent with grounded theory's axiological focus on providing an explicit 
description of the expectations and interpretative lenses of the researcher 
(due to impact these will have on the interpretation and construction of the 
findings) are as follows. As a trainee counselling psychologist, my 
pluralistic stance on the nature of society and my ability to consider humans 
as relational beings is fundamental in forming the attitudes I hold towards 
human sexuality. With an emphasis on anti-discriminatory practice, in 
conducting this research I hope to produce findings that invite social change 
and contribute to theory that offers a more adequate understanding and an 
affirmative approach to bisexual people who experience partner abuse. 
Within a personal context, I identify as heterosexual but recognise that there 
is fluidity to my sexuality and that there have been times in my life when I 
have been attracted to same-sex individuals. Having had these experiences, I 
can identify with some of the participants claims that attraction is about the 
person, not the gender. This position is at odds to my developmental 
environment (colonial, patriarchal, catholic) but my experiences in life and 
the interactions and friendships with sexual minority people have helped 
inform and educate my understanding of, and my attitudes towards sexual 
minorities. Combining my professional and personal values, I do not hold to 
heterosexist assumptions of attraction and have a more diverse 
understanding about human sexuality. I am highly motivated by social 
injustice (which perhaps hints at a recognition that I may have some power 
to induce change for others) so the presence of a developing socio-political 
awareness may have created a bias in my interpretative. The expectations I 
bring is that the data will hold many similarities to intimate partner violence 
in other sexual groups (as I believe the phenomenon to be something 
connected to the human, not just to sexual orientations), but differences will 
exist due to the socio-political environment bisexual people experience.
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Reflection box 6: Use of self
Employing an approach that requires a researcher to recognise the co­
construction of theory has enabled me to recognise the impact my own 
experience of partner abuse may have had on the findings. In particular, the 
interview dialogue about “voluntary non-participation” struck a particular 
cord. At the time of the interview, my ability to remain with the participant 
as she was describing her experience became more difficult as my mind 
became cloudier (which is what happens when I become overwhelmed by 
an emotional reaction I am having that I cannot make sense of). During the 
analysis stage, I was aware that I struggled to make sense of certain extracts. 
Using personal therapy to explore my reaction, the similarities in our 
experiences, where there had been a systematic undermining of a solid sense 
of self, enabled me to recognise the parallel process between me and the 
participant. Having developed this insight, I was able to return to the 
transcripts and continue the analysis but remain aware that my own 
experience will have informed the way I analysed some aspects of her (and 
others) dialogue.
Results
The theory that was raised from the data explains the experience of bisexual intimate 
partner abuse as a basic psychological process (which Glaser & Strauss defined in 
1978 as a type of core category that implies individual change over time) whereby 
participants constantly adjusted for consonance. Figure 1 outlines the findings and 
demonstrates how the core category 'adjusting for consonance', influences the 
dynamic between the two higher-order categories 'getting lost in the relationship' 
(which accounted for much of the variation around the process of people not being 
able to identify their relationship as abusive so remaining in the relationship) and 
'lifting the veil' (which accounted for much of the variation around the process of 
people beginning to identify their experience as abusive so instigating a transition into 
something new). Marked by dynamism, the continual process of adjusting for 
consonance is a fragile equilibrium as people constantly monitor and adjust to 
dissonance that arises from their intimate relationship. Once a person is no longer able
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to achieve consonance in any of the category 'getting lost in the relationship' (the 
dissonance reducing mechanisms are no longer effective) they move towards 
achieving consonance in the category 'lifting of the veil'. Sometimes, consonance is 
not achieved which results in a circular dynamic whereby a person returns to the 
earlier category 'getting lost in the relationship'. This pattern can occur multiple times 
but achieving consonance in the category 'lifting the veil' starts the process whereby a 
person begins to disentangle themselves from an abusive relationship. To help explain 
this theory ftirther, each category and sub-category will be explained below.
Questioning
experience
Making sense of 
experience
Adjusting for consonance
Experiencing
dissonance
Instigating reduction 
mechanisms
Begin to disentangle 
from abusive 
relationship
Experience informs 
new relationships
Lifting the veil
Questioning the label 
Being witnessed 
Making the demon human
Inability to reduce 
dissonance tl Unable to find explanation for experience
Getting lost In the relationship
Web of responsibility 
Lacking a frame of reference 
Opaque harm
Figure 1: The theory of adjusting for consonance in bisexual peoples’ experience of 
partner abuse
All names used below are pseudonyms and whilst not attempting to dismiss 
similarities with heterosexual and LGBT models of partner violence, experiences that 
appeared distinct to the bisexual experience of partner abuse are explored. In extracts 
where there are empty brackets, material has been omitted and ellipses points (...) 
have been used to indicate a pause in the flow of participant's speech.
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Getting lost in the relationship
This category refers to participants' experience of adapting to the demands of the 
abusive partner so the relationship remains intact. For instance, participants spoke of 
being highly invested (emotionally, socially, politically and financially) in the 
relationship and without insight into its abusive nature, they reported making 
sacrifices and experiencing losses to placate their partners. If participants had resisted 
these adaptations, they would have exposed themselves to the scary experience of 
“rocking the boat” which would result in them being subjected to verbal aggression 
and other hostile behaviours. To adjust for dissonance, avoidance mechanisms such as 
'performing mental gymnastics', 'blaming the self or 'not knowing any different' 
temporarily restored individuals to consonance as Rachel pointed out:
I  also think that there's a lot o f erm sort o f mental gymnastics that are 
going on in a certain situation erm in order to make it be OK, to not 
make it not count in your head.
The forms of abuse experienced covertly undermined people's sense of self. This 
resulted with all participants remaining in their abusive relationships for longer as 
they gradually became less differentiated but like Steve, many were in contact with 
the discomfort and dissonance this evoked within them:
...whilst there was some kind o f ability to realise that the relationship I  
was in was wrong []... it just didn't feel right.
Unpacking the meaning of this category requires exploration of its sub-categories as 
this will help to clarify the many ways in which people got lost in their abusive 
relationships.
Web o f responsibilities
Participants often spoke of how interwoven their lives were with their partners, be it 
through marriage, children or finances. This sub-category takes a distinct bisexual
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slant with a felt responsibility to in-group identity as participants spoke of a fear of 
biphobic backlashing and enhancing stigma against bisexuality if they were to admit 
publicly that their relationship was abusive. In adopting this position, Claire found she 
was trapped in a double-bind:
It fe lt a lot to prove and it fe lt like admitting that the relationship had 
failed and that it had been so horrible would have given people some 
sort o f  ammunition that mixed gender bisexual couples can't be happy; 
can't work.
When participants spoke of financial abuse, it was substantially more common that 
the abusive partner had not been contributing to the costs of daily or shared living and 
had been 'taking financial liberties'. People recognised that this financial situation had 
evolved gradually overtime. Although Bethany went to great lengths to trivialise the 
impact this took on her, it was clear she experienced animosity towards her partner:
And it started out as a fairly equitable way o f doing it in that I  sorted out 
all the household stuff and he paid fo r  the fun stuff. So, i f  we went out 
for a drink, or to the cinema or whatever or got takeaway, he'd pay for  
it. But then that... that switched to him spending his money on selfish 
purchases. And we all need selfish purchases, everyone needs them now 
and then but when he was the only one who was able to do it...
Alternatively, Steve found that although he felt a sense of responsibility towards 
maintaining the lifestyle of his partner, he perceived this as a safeguard as he knew 
that at some point, the relationship would end when he was no longer able to 
financially support the two of them. This provided him with some comfort as he knew 
there would be an ending to the relationship at some point:
I  was trying to keep us with money to pay the rent. And she didn't work 
so we eventually lost the house we were living in and er... and I  think I  
knew, at least subconsciously that that was the end o f the relationship 
because, in fact, I  kind o f looked forward to it.
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Lacking a frame o f reference
Participants spoke of their having no template to draw from to help make sense of 
their distress, either within their personal history or within those provided by society. 
Janet spoke of how she became so lost as she had no available bisexual frame of 
reference for her experience and continues to leave her confused about her own 
process:
[  ]  because I, my sense o f who I  am sexually is about who I'm with, not 
about who I  am. I  don't have a fi^ame o f reference to go “and that's what 
you do i f  you are a battered wife who is the victim ” and all that kind o f  
stuff and you're heterosexual because there is a support process. I f  
you're gay, you know, lesbian/gay, there is that way o f understanding it.
There is no way o f me understanding why I  reacted so much and lost 
who I  was in this process.
Although all participants identified strongly with being bisexual, narrative was absent 
regarding the development of knowledge about what a healthy relationship might be 
for a bisexual person. Elsbeth acknowledged that in this absence, she reverted to her 
families’ relational model which prevented her from being alerting to the possibility 
that “better” does exist:
... 'cos I  had no understanding o f what I  should expect. And, I  think a lot 
o f that was because o f the way that my family is. It just, they kind o f  
taught me that I  shouldn't expect any better than that. Nothing would be 
better than that anyway...
Opaque harm
Emotional abuse was the most typical form of abuse participants reported and in their 
reflections, they were able to recognise the significant psychological impact this had 
had upon them. The abuse tactics they experienced presented early and continued 
throughout the duration of their relationship. Participants spoke of the emotional 
abuse as “insidious”, “covert” or “manipulative”. The experience of such opaque
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harm often led to isolated incidences being dismissed and trivialised at the time and it 
was only upon later reflection were people able to recognise the cumulative impact 
the tactics had as a systematic undermining of the self Leona spoke of her desire for 
the abuse to have been more overt as it would have helped her to identify what was 
happening and to provide evidence to others of her experience:
...the abuse that I  suffered wasn’t usual or physical. It was mainly 
emotional, hostile, bullying and manipulation. I  don't know, in a way I'd  
wished he'd o f punched me, or pushed me or beat me up 'cos then I  
would have had marks and would have been able to say to someone 
“look, this is why I  left”. Because, I  didn't have any concrete proof o f  
what he was doing. All the incidents were isolated and sound like 
nothing. It was only when you took into account everything he was 
doing that it became obvious that it was abusive.
Forms of abuse that seemed distinct to being bisexual were provided within the 
context of sexual boundaries. These were either controlled or broken by the abusive 
partner. For instance, some of the female participants had engaged with either closed 
or open polyamarous relationships at some point during an abusive relationship. 
Rather than this providing participants with the opportunity to experience variety in 
their sexual partners, it was acknowledged by Rachel that this provided her male, 
heterosexual partner the chance to use her sexuality as a form of control:
...when we were initially poly when he tried to enforce gender 
monogamy on me. And so that he was... so that I  was only allowed to see 
women, apart from him. And he could see women because he was 
straight and so he didn't have an option. But because I  was bi, I  should 
only see women...
Although Bethany’s male partner did not explicitly enforce gender monogamy within 
their closed polyamarous relationship, jealousy played out in the form of control 
during intimate occasions:
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...he was very jealous and critical o f what we were doing and i f  he 
thought that in any way he was being left out or overlooked then... And 
that meant that we engineered it as such that we always put him first.
For many participants, having a monogamous closed relationship was something they 
were denied because they were bisexual. It was assumed by their partners that they 
would be more receptive to engaging with multiple partner sex relationships and 
would be less reactive to their partners adulterous behaviours. Elsbeth located this 
misconception of bisexuality within the media:
I  think it probably means that we're more likely to come across people 
that want the media perception o f  us. Erm, because i f  you're not bisexual 
and you've not necessarily been around people that are and i f  that's your 
only view o f what bisexual people are like, I  think that's a very 
dangerous thing to be around. I  think it's a veiy dangerous portrayal to 
have because it basically says that the kind o f  stereotypes basically say 
that bisexual people can't say no and i f  they say no, then they're lying.
This ignorance about Elsbeth's sexuality became “dangerous” for her when she found 
herself in a relationship where her sexual boundaries were ignored and she was 
coercively worn down in consenting to something she did not want to do and 
demonstrated how her needs were consistently denied in the relationship:
a lot o f the stuff that I  had from that relationship was sort o f coercive so 
it would be I'd say no sort o f like twenty times and then it would be the 
twenty first time andjust for some peace I  would go “hmmm... not sure ” 
or “Idon't really want to” and that would be taken as a “yes”. Erm, or 
kind o f being given a choice between two things that I  didn't want to do.
That I  didn't want to do either but I  had to do one o f them or be told that 
I  had to do one.
Biphobia was another tool partners used to undermine and control their bisexual 
partners both during and after the relationship. Being ‘outed’ by a romantic partner to
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friends and family was something Rachel had experienced being used as both a threat 
and as a form of punishment:
he came back, a day or so later and my father, [  ]  let him in and so, 
while they were talking in the kitchen because he was telling my father 
all sorts o f things, including about my sexuality because I  hadn't 
actually come out to my father about because he's quite religious...
She was told on multiple occasions by her partner that she was “not normal” and he 
intended to expose her sexuality within a legal context to discredit her capacity as a 
mother:
[  ]  when we came back to the property when he had gone, erm, I  found  
that he had taken all o f my back copies o f BiCommunity News and when 
I  asked him why, [ J  he had said that he had taken them, and I  said 
“why” because he's not bi, and he said “evidence”.
For participants to move into the next category, as demonstrated in Figure 1, 
dissonance reducing strategies had to no longer work. This caused a shift from the 
application of personal resources to placate the abusive partner towards one where 
they began to seek alternative explanations for their distress by enlisting the help of 
others to change their partners behaviours or to provide insight into what was 
happening in the relationship.
Lifting the veil
This category refers to the point where participants’ dissonance reducing strategies 
have become redundant; they have reached a turning point. Some had experienced a 
significant event which led to an 'awakening bolf but others needed to experience a 
passing of time from the relationship ending before they were able to 'open Pandora's 
box'. In order to adjust for consonance, participants spoke of finding external 
information sources to support them to develop insight into what was happening. The 
insight participants gained from the experience in this category acted as a protective
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factor to ensure against abuse in future relationships. Through the development of 
their insight, participants achieved higher-differentation from the relationship, 
engaged less with denial and distortion so they began to disentangle themselves from 
the relationship over a period of time. Janet spoke about her experience of this 
process:
/  was always looking out at the whole system and the veil was lifting 
and I  was becoming very aware of... becoming aware o f me as a person 
and who I  really am and an awareness o f how this whole dynamic was 
happening. That the only person that could change it was me.
Participants did not have a concrete understanding of their experience, emotional 
distress was used to initiate their lifting of the veil. When people began to explore 
their emotional responses to their relationships, opaque labels such as 'dysfunctional’, 
'just not feeling right' were given to try and make sense of their distress. For Janet, it 
was not until after the relationship had ended that she was able to identify what the 
'something missing' had been:
An ability for me to feel safe, to be vulnerable and to be loved.
When participants did not manage to attain insight or support, they would temporarily 
revert back to getting lost in the relationship until they reached a point where once 
again, their dissonance strategies no longer proved effective so activated attempts to 
seek alternative explanations and 'lift the veil'.
Questioning the label
The language and labels attributed to partner abuse by society and media campaigns 
were considered to be too narrow. When participants tried to fit their experience into 
this narrow portrayal, they found that they were left 'feeling confused' and that their 
experience was 'not fitting in the boxes'. Terminology was particularly prohibitive as 
all participants spoke of emotional abuse and how the essence of this experience did 
not relate to the physical connotations associated to “violence” or “domestic abuse”. 
In questioning these labels, people were able to identify their experience. Broadening
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the categories proved useful for Claire:
I  also think that a lot o f the general societal and media focus tends to be 
on violent abuse and domestic violence and that often leaves people 
very confused because it isn't strictly limited just to physical violence.
Erm, and I  think that's a very confusing issue for a lot o f people and I  
think it causes a lot o f problems fo r  people who are experiencing abuse 
in a relationship because i f  it's not as... as straightforward as “they hit 
me so that's wrong”, then I  think people don't always seek help. Erm, I  
know certainly from my point o f view, I  didn't consider a relationship 
abusive when it was emotional and psychological abuse rather than 
physical.
Through their narratives, participants voiced a need for labels and categories to be 
broader. Elsbeth suggested that the provision of concrete examples would be 
particularly useful as it enables people to find a mirror for their own experience and to 
expedite the clarification of their situation.
I  guess I  could have really done with having more detailed examples 
because I  think that's the other thing, a lot o f the kind of, the sort o f  
bullet point examples that they give, those weren't things that were 
applying in that form.
Unusually, for a sample of people who have experienced intimate partner abuse, two 
participants had been left by their abusive partners. In both cases, this caused a 
significant delay in their ability to identify the relationship as abusive, almost as if by 
being left, there was a premature lifting of the veil that they were not yet able to 
engage with. Steve acknowledges these difficulties:
I  said “that time, I  was in an abusive relationship ” []. So in hindsight, 
it's clear as to what it was: look at this, and that, but somehow, I  wasn't 
aware at the time and even fo r  up to a year afterwards.
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Being witnessed
Having the abusive experience validated by another seemed pivotal in participants’ 
ability to connect with the reality of their relationship. Typically, participants 
approached their friends for support. When they were witnessed, a person’s sense of 
isolation ebbed and this proved a vital step towards their being able to seek further 
support and develop insight. Participants came to recognise that their relationship was 
abusive in ’comparing the relationship with others' and 'talking to others'. Experiences 
that they had previously dismissed as 'normal gripes' were challenged in conversations 
with others who were often the first to define the participant's relationship as 
“abusive”. Janet speaks of the power in this process:
There was a point between the November and the Christmas when I  
just... we were on Skype and I  was just sitting there and I  knew... I  was in 
massive, massive o f emotion and Ijust said “I  can't talk to you ” and she 
just said “well stay on screen” and then she just, she said “I  know 
where you're at, I  know what you're feeling. I've been there. I  know it”.
And hearing that, and seeing it in her face that she could reflect my pain 
was so powerful fo r me.
Not all participants experienced validation for their experience. When this occurred 
people’s ability to leave the relationship was hindered and they returned to the 
category 'getting lost in the relationship'. Steve described how his partner had 
systematically poisoned his social network against him so consequently he remained 
in the relationship for a longer period of time:
...she said that I'd tried to rape her. Which wasn't true but erm, er she 
tried to poison him against me. So, I  went and spoke to him and said we 
have been talking together about bringing things to an end between 
[name] and I. Yet he responded with “yes, how could you treat her like 
that? ” Erm, and that immediately shut down that escape route fo r  me.
In attempting to obtain practical support for the ending of the relationship, as the
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majority of participants were in a mixed-gender relationship, they acknowledged that 
by 'adopting a heterosexual disguise' they had approached mainstream services for 
support, Claire had found the heterosexist assumptions of services particularly useful 
at the time:
when I  did want to speak to people or seek help, it was much more 
straightforward because I'd been able to speak about a male partner 
and I'm a female so that's been easier to seek access fi^om mainstream 
organisations.
Participants spoke of a hesitancy when it came to approaching services (including 
LGBT organisation) and statutory organisations, such as the police, as they were 
'anticipating biphobia' which Leona acknowledged impacted her willingness to seek 
support:
...there's a reluctance out there to report anything because you don't 
now what sort o f attitude you're going to come up against from people in 
the NHS and the police. So I  think generally, it's the same issues and it 
doesn't really matter what sex you are or what kind o f relationship 
you're in, it's the same type o f abuse but there's going to be an added 
stigma and a reluctance to want to talk about it.
There were a range of experiences for participants when they accessed support for 
their difficulties and they engaged with these processes to varying degrees but at some 
point, they all received a form of impartial support from others. For many, this 
provided them with the turning point they needed to move away from the relationship. 
It would seem that in accessing support, it allowed participants to begin to consider an 
alternative reality, feel less isolated and started to reduce the threat that the abusive 
partner held.
Making the demons human
A  concerted effort was made by participants as they attempted to make sense of the 
behaviours that their partners had subjected them to. In locating the origins of their
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partners’ difficulties within the context of an abusive childhood or poor mental health, 
they were able to develop their own understanding into the abusive relationship 
dynamics and were able to 'make human' their abusive partners. Adopting this 
approach appeared to provide participants with a sense of closure and loosened their 
sense of personal responsibility. This process seemed important as it facilitated 
participants’ ability to loosen emotional connections with their abusive partner and 
ultimately, move on with their lives as Steve found out:
I  think you know, the final thing I  had to stop her fi^om becoming some 
all-powerful demon. I  had to take all my new-found knowledge and my 
new found self-knowledge and my confidence and strength and go and 
see her and say, “yup, look! You're just a person! And now I  don't have 
to see you again ”.
Participants acknowledged that their experiences had altered them but many spoke of 
enhanced self-awareness and a sense of personal development having been achieved. 
People believed they were now more informed so were able to identify abusive 
dynamics quickly and if these presented in new relationships, would end the 
relationship sooner. What seemed to be held in high esteem by a number of 
participants was how to use the insight gained from their own experience to help 
others as they were aware that the dynamics are not easy to identify, as Leona stated:
I  know the warning signs o f an abusive relationship now and I  definitely 
wouldn't let it happen again. Hopefully not to anyone I  know now as 
well 'cos I  can recognise now the ways it can start sort o f seeming 
quite innocent but not actually being quite innocent.
For many participants, being able to make sense of their partners’ behaviours and 
attain a sense of personal development from their experiences seemed to be of real 
significance for them and enabled them to put the past behind them and walk towards 
a better future.
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Discussion
This study identifies the basic psychological process bisexual people undergo when 
they are in an abusive relationship. A framework of participants’ experiences has been 
provided with categories that describe the changes that occur within a person which 
enables them to either remain or leave an abusive relationship. The daily struggle for 
individuals to achieve consonance can be messy, as shown by some of the interview 
dialogue, any change often has significant consequences and may induce lifestyle 
changes. There are times when participants described a process of pulling away and 
disconnecting from the relationship yet still being intertwined within it. This cyclical 
notion of leaving and remaining in an abusive relationship was supported by Eckstein 
(2010). To disentangle from the relationship, support from others is required and 
many spoke of the time it took to recuperate and repair from the experience they have 
had. The struggle people went through to leave the relationship was at times 
uncomfortable and often distressing. Yet many felt that the experience had enabled 
them to develop a greater awareness of personal boundaries and to create a sense of 
what, for them, a healthy relationship should consist of. The process of dealing with 
abuse is not straightforward but is a lengthy, complex and dynamic process.
Many similarities to the heterosexual and LGBT models of intimate partner abuse 
were found. Supporting the theory is Baly’s (2010) finding that heterosexual women 
undergo considerable personal change to remain in the relationship but reach a point 
where they begin to reevaluate the situation and their position and then begin a 
process of disengagement and recovery. Another similar finding to Baly's work is that 
some participants in this study perceived their unhealthy relationships as normal. In 
gay men, Merrill (1998) refers to this as a “recognition failure” which refers to an 
inability to recognise behaviours which constitute partner abuse and therefore 
prevents the activation of help-seeking behaviours. Participants attributed their failure 
to recognise the relationship as abusive on a number of factors, which others have 
identified as risk factors for partner abuse: early romantic partners where participants 
had little information or opportunity to discuss what a healthy relationship for a 
bisexual person might mean (Bomstein, Fawcett, Sullivan, Senturia & Shiu-Thomton,
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2008; Donovan, et al. 2006); abusive childhood environments which facilitated a 
person's ability to rationalise abusive behaviours (Renzetti, 1992); and a lack of 
appropriate information available that captured their experience. What seemed 
particularly relevant for some participants was the ability to fit their experience into 
the labels typically used for intimate partner abuse. “Domestic violence” and the term 
“violence” were not felt to be appropriate for many participants as it pointed towards 
a narrow or simple typology of abusive relationships that simply did not encapsulate 
their experience. This finding echoes gay concerns found by Stanley, Bartholomew, 
Tyler, Oram and Landlot (2006). Seeking a more general term, multiple participants 
felt that the more general term “abuse” captured their experience better.
The forms of abuse participants reported were similar to those reported for 
heterosexual and LGBT people such as constant criticism, threats, physical assaults, 
rape and being humiliated amongst many others (Bomstein et al. 2008; Browne et al., 
2007; Donovan et al., 2010; Roch, Ritchie & Morton, 2010; Walsh, 1996). Despite 
reporting a range of abuse, participants in this study seemed to focus their interview 
dialogue on the emotional abuse they had experienced and this match’s previous work 
by Head and Milton (2012) where it was identified that emotional abuse was the most 
commonly reported form of abuse in the UK LGBT population. In considering 
participants tendency to focus on emotional abuse, it is tentatively suggested that 
Head et al.'s findings may have occurred, not due to prevalence, but due to people 
finding the symptoms of emotional abuse more difficult to overcome than other forms 
of abuse and so led to a higher rate of retrospective reporting. This suggestion is 
supported by Hammond (1989) and Hart (1986) who found that for lesbians, the 
emotional abuse and the diminished self-esteem were more painful and difficult to 
endure than the physical injuries.
Some forms of abuse reported were considered to be specific to the bisexual 
experience as they consisted of abuse tactics that relate to biphobia. Some examples 
included participants being threatened by ex-partners to be 'outed' and have their 
sexuality used against them within a legal context. Others described being pressured 
to prove their sexuality by the suggestion that they engage with mixed-gender 
threesomes. Several participants spoke of a bisexual expectation that when in a
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relationship, they would tolerate looser relationship boundaries around adulterous 
behaviours and some reported being pressured into having open relationships. Many 
blamed the media portrayal of bisexual people as the reason for this assumption. Like 
lesbians, bisexual people may not engage with Minuchin's (1974) “rules” in forming 
“boundaries” over who may participate in the relationship. Without these boundaries 
being asserted when broken, participants were either deeply distressed or had their 
behaviour used against them as a way of validating the abuse.
Even after a person was able to recognise the abusive dynamics, some acknowledged 
that they remained in the relationship and refi*ained fi'om reporting the abuse as they 
felt it would be shaming to the bisexual community. They feared that they would 
encounter a biphobic backlash and enhance the stigma against the sexuality. This 
finding runs parallel to that found with other LGBT populations (Balsam & 
Szymanski 2005; Peterman & Dixon 2003).
The sources of help most typically sought by the participants of this study included: 
friends, work colleagues, helplines, family, therapists, religious members, police and 
solicitors. Similarities to lesbian (Renzetti, 1992) and heterosexual women (Baly, 
2010). Not a single participant spoke about using a shelter or refuge for assistance 
although many recognised the need to have somewhere they could “run” to in order to 
break away from the relationship. Some even acknowledged that without this practical 
support, they would likely have remained in the abusive relationship for longer, a 
situation recognised by Head and Milton (2012). For those who had been in mixed- 
gender relationships, seeking support from the mainstream services proved easy as the 
heterosexist assumptions of the organisations and its employees prevented them from 
asking about the sexual orientation of the individual. This was perceived as a positive 
thing by participants as it meant they were able to avoid the negative stigmas lesbians 
and gay people experience (Brown, 2008).
The study has shown that when a person is ready to leave an abusive relationship, 
they engage with many help-seeking behaviours. In recognition of their strengths and 
their experience of minority stress, it may be a useful to adopt a clinical approach 
suggested by Home and Hamilton (2007) that acknowledges their resourcefulness.
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strengths and coping strategies as opposed to focusing on the powerlessness of the 
victim. Bisexual people are at enhanced risk to minority stress as they are invisible 
within both heterosexual and LGBT populations (Dollimore, 1997). A person who 
presents for support with an abusive mixed-gender relationship, must not have their 
sexuality assumed as it can serve to silence individuals who may already be suffering 
from psychological distress and low self-esteem (Home & Hamilton, 2007). Bomstein 
et al. (2008) acknowledged the impact homophobia has in shaping the experience of 
partner abuse for a gay or lesbian person. Extending this recognition to the bisexual 
experience is key if clinicians are to work from a formulation that is informed by the 
socio-political context people bring. Although the impact of partner abuse is similar to 
that in heterosexual and same-sex couples (Klinger & Stein, 1996), Merrill (2008) 
posits that clinicians need additional specific same-sex training for partner abuse, as it 
is possible that if interventions are offered, they may be misinformed by stereotypes 
about heterosexual partner abuse. From this study, it is proposed that additional 
training occurs for all sexual orientation groups if clinicians are to deliver appropriate 
support and interventions.
Limitations of this study are related to the time-frame given. It was difficult to recmit 
participants for the study and this may have been due to the short reemitment time 
frame (five months) but also because the study was investigating something that was 
asking people to go against community norms and risk discussing a topic that may 
enhance stigmas. Additionally, within the sample, there were a far higher proportion 
of female participants than males. This may skew the findings as despite sexuality, 
socio-political implications of a person's gender will influence their experience of 
partner abuse. The calls for participants were sent to organisations based on sexuality, 
not gender so it is not clear why there was a greater response from females. It could 
have to do with bisexual males like their heterosexual counterparts feeling gender- 
related shame about their experience (Strauss, 1999) or that like gay men, bisexual 
males do not perceive abuse to be problematic (Stanley et al. 2006). Despite these 
criticisms, the sample was not skewed towards those who have accessed services and 
individuals were recruited from both urban and rural parts of England and Scotland.
The questions needing further investigation are not simple ones, but it is hoped that
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this study will provide an impetus to, and useful suggestions, regarding their 
investigation. For instance, a few of the participants had the abusive relationship 
ended by their abusive partner; this stands at odds with the evidence base for other 
sexual orientations (Merrill, 1998). Additionally, subtle differences presented in the 
implementation of financial abuse which were at odds to studies that have explored 
financial abuse in lesbian and gay people (Blumstein & Schwartz, 1983; as cited in 
Clarke, Burgoyne & Bums, 2005; Donovan et al. 2006). In line with other empirical 
work for same-sex couples, future work may wish to investigate attachment styles, 
bidirectional violence or childhood environments to inform the evidence base about 
bisexual risk factors to partner abuse.
Conclusion
As this study has demonstrated, the dearth of research on bisexual intimate partner 
abuse should not be construed to imply that the phenomenon does not exist. The 
present study documents that bisexual partner abuse is a problem that deserves further 
attention.
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be arranged to take place at a time and location convenient to you.
You will be asked seven questions during the interview. These questions will be sent 
to you by e-mail, a week before your telephone interview so you are informed of what 
you will be asked about. Please note that there are no right or wrong answers to any of 
the questions you will be asked; we are just interested in hearing what you have to 
say. Your participation in this study is entirely voluntary and you may refuse to 
complete the study at any point during the interview, or refuse to answer any 
questions with which you are uncomfortable. You may also stop at any time and ask 
the researcher any questions you may have.
The interview will be digitally recorded, and then transcribed with any identifying 
details removed. Your name will never be connected to your results or to your 
responses; instead, you will be assigned a code number which will protect your 
identity. The data will be accessible only to those working on the project. The 
anonymous transcript, or extracts from it, may appear in the researcher’s doctoral 
thesis and in publications and presentations arising from it.
The researcher respects the sensitivity of this subject and it is hoped that you will 
experience the interview as a non-judgemental exploration of your views on the topic
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and hopefully, you will be provided with further insights gained from exploring the 
topics. The researcher can provide service information for additional support if 
required.
Everything you say will be treated with confidentiality and in accordance with the 
ethical guidelines of the British Psychological Society which can be found on:
http://www.bps.org.uk/sites/default/files/documents/code_of_ethics_and_conduct.pdf
Consent Statement:
I agree to voluntarily take part in this study and I am aware that I am free to withdraw 
at any point. I understand that all information related to the research participants will 
be held in the strictest confidence and in accordance with the Data Protection Act 
(1988). On the understanding that my anonymity will be preserved, I will not seek to 
restrict the use of the results of the study.
I confirm that I have read the information sheet provided, have understood what is 
explained above and have been given time to consider my participation in this study. I 
agree to comply with the instructions of the study.
Name:
(BLOCK CAPITALS) 
Signature:
Date:
Please note: if you have a concern about any aspect of your participation or any other 
queries please raise this with the researcher. However if you would like to contact an 
independent party please contact the researcher’s supervisor.
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Researcher Contact Details:
Sarah Head
Department of Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
s.head@surrev.ac.uk
Research Supervisor
Dr Martin Milton 
m.milton@surrev.ac.uk
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Appendix D: Initial interview agenda
UNIVERSITY OF
INTERVIEW AGENDA
FILLING THE SILENCE: EXPLORING INTIMATE PARTNER VIOLENCE IN
BISEXUAL RELATIONSHIPS
There is no allocated time for how long the interview will take but to give you some
insight into what you’ll be asked, the following questions will be used to guide the
semi-structured interview:
1. What are your thoughts and views about intimate personal violence (IPV)?
2. Do you think (or perhaps even know) if intimate personal violence impacts 
bisexual people?
3. From personal experience, and maybe experiences you've come across in 
friends, how would you describe bisexual intimate partner violence?
4. How do you think bisexual IPV differs (if at all) from IPV in other groups?
5. As someone who identifies as bisexual and has experieneed IPV, where did 
you go for support with your relationship difficulties?
6. Using knowledge gained from your experience, what message would you like 
to give to other bisexual individuals who might be currently experiencing 
IPV?
7. Having spoken today about some things you may have found upsetting, have 
any issues or concerns arisen for you? If not, do you have any reflections you
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might want to share about what it has been like taking part in the interview? 
Have I missed out anything you wanted to say and think is important for me to 
know?
If you are asked a question in the interview that you do not wish to answer,
please do just say!
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Interview E: Final interview agenda
UNIVERSITY OF
INTERVIEW AGENDA
FILLING THE SILENCE: EXPLORING INTIMATE PARTNER ABUSE IN
BISEXUAL RELATIONSHIPS
There is no allocated time for how long the interview will take but to give you some 
insight into what you'll be asked, the following questions will be used to guide the 
semi-structured interview (please know that there are no right or wrong answers to 
these questions -  I'm just really interested to know what you think):
1. What are your thoughts and views about intimate partner abuse (IPA)?
2. At what point did you come to identify your relationship(s) as abusive?
3. Thinking back on your personal experience, can you identify when the abuse 
started?
4. At the time, how do you think you managed to survive the abuse?
5. What brought your abusive relationship(s) come to an end?
6. Can you tell me about the support you've received (if any)?
7. How has your experience with abusive partners impacted on your life 
(positively and/or negatively)?
8. How do you think bisexual IPA differs (if at all) from IPA in other sexual 
orientation groups?
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9. Using knowledge gained from your experience, what message would you like 
to give to
other bisexual individuals who might be currently experiencing IPA?
10. Have I missed out anything you wanted to say and think is important for me to 
know?
If you are asked a question in the interview that you do not wish to answer,
please do just say!
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Appendix F: Support services information
UNIVERSITY OF
Relevant Support Services
To access therapeutic support via your NHS, always book an appointment to see your 
G.P. To enquire about services that might be available to you and for which you can 
be referred to.
Helplines
Broken Rainbow: 0300 999 5428
Men's Advice Line: 0808 801 0327
(for bisexual males)
London Lesbian and Gay Switchboard: 0300 330 0630
(also supports bisexual people)
London Friend: 020 7837 3337
Scottish Domestic Abuse Helpline: 0845 027 1234
(for bisexuals living in Scotland)
The Rainbow Project: 028 9031 9030
(for bisexual males in N.Ireland)
Lesbian Lines: 028 9023 8668
(for bisexual women in N.Ireland)
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Services that offer counselling/therapeutic support
London Friend: http://londonfriend.org.uk/get-support/counselling/
PACE: http://www.pacehealth.org.uk/Counselling-and-Psychotherapv(2460322Lhtin 
If it is an option to have private therapy, LGBT therapeutic specialists can be found at: 
Pink Therapy: http://www.pinktherapv.com/en-gb/findatherapist.aspx
General IPV advice and support
Galop: http://www.galop.org.uk/how-we-can-help/
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Appendix G: M anuscript submission guidelines 
The Journal of Bisexuality
Each manuscript must be accompanied by a statement that it has not been published 
elsewhere and that it has not been submitted simultaneously for publication elsewhere 
(the ScholarOne system conveniently provides the author with such an opportunity). 
Authors are responsible for obtaining permission to reproduce copyrighted material 
from other sources and are required to sign an agreement for the transfer of copyright 
to the publisher. They are also required to secure permission to reproduce any figure, 
table, or extract from the text of another source. This applies to direct reproduction as 
well as "derivative reproduction" (in which an author has created a new figure or table 
which derives substantially from a copyrighted source). All accepted manuscripts, 
artwork, and photographs become the property of the publisher.
Each manuscript should be prepared using Microsoft Word, using the American 
Psychological Association style. Without exception, all text in the manuscript should 
be double-spaced, with margins of at least one inch on all sides, including the 
abstract, legends, captions, footnotes (which are permitted but discouraged), and 
references. Number manuscript pages consecutively throughout the paper. Authors 
should also supply a shortened version of the title suitable for the running head, not 
exceeding 50 character spaces. Each article should be summarized in an abstract of 
not more than 100 words, which must be double-spaced like the rest of the 
manuscript. Avoid abbreviations, diagrams, and references to the text in the abstract.
References. The APA Publication Manual, 6th edition, should be used as the style 
reference for preparation of manuscripts. References should be double-spaced and 
placed in alphabetical order. Cite in text by author and date (Smith, Yu, & Garcia, 
1999). Words should be underlined only when it is intended that they be typeset in 
italics. Authors wishing to submit a paper that has already been prepared in another 
editorial style may do so. However, if the paper is favorably reviewed (with or 
without reviewer's alterations), the author is fully responsible for retyping the 
manuscript in the correct style (as indicated above) before final manuscript 
acceptance will be granted.
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Illustrations. Illustrations (line drawings, halftones, photos, photomicrographs, etc.) 
should be submitted as clean originals or digital files. Digital files are recommended 
for highest quality reproduction and should follow these guidelines;
• 300 dpi or higher
• Sized to fit on journal page
• EPS, TIFF, or PSD format only
• Submitted as separate files, not embedded in text files
Color Illustrations. Color art will be reproduced in color in the online publication at 
no additional cost to the author. Color illustrations will also be considered for print 
publication; however, the author will be required to bear the full cost involved in color 
art reproduction. Please note that color reprints can only be ordered if print 
reproduction costs are paid. Print Reproduction : $900 for the first page of color; $450 
per page for the next three pages of color. A custom quote will be provided for articles 
with more than four pages of color. Art not supplied at a minimum of 300 dpi will not 
be considered for print.
Tables and Figures. Tables and figures (illustrations) should not be embedded in the 
text but should be included as separate pages or files. A short descriptive title should 
appear above each table with a clear legend and any footnotes suitably identified 
below. All measurement units must be included. Figures should be completely 
labeled, taking into account necessary size reduction, especially text included in the 
figure itself. Captions should appear, double-spaced, on a separate page of the 
manuscript. Pie charts are discouraged but, if ineluded, should be circular (not 
elliptical), and the pie segments should not be separated from the pie proper nor have
any depth (except in extremely unusual circumstances in which such features add
information beyond that conveyed by the chart itself). Bar charts must not have depth 
or a third dimension (except in the extremely uncommon circumstance in which the 
depth itself conveys additional information). Authors should ensure that line styles 
(dotted, dashed, etc.) will be easily readable and distinguishable after reduction for 
publication (page size 5 by 8 inches, 12.5 by 20 cm).
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Proofs and Reprints. Page proofs are sent to the designated author using Taylor & 
Francis’ Central Article Tracking System (CATS). They must be carefully checked 
and returned within 48 hours of receipt. Authors for whom we receive a valid email 
address will be provided an opportunity to purchase reprints of individual articles or 
copies of the complete print issue. These authors will also be given complimentary 
access to their final article on Taylor & Francis Online .
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Appendix H: Example of transcript
Interview Transcript 8
R: Researcher
P: Participant
R: Hello, this is Sarah Head calling from the University of Surrey. Is it possible to
speak to [participant's name] please?
P: Yes, speaking.
R: Hi [participant's name]. Hello.
P: Hi.
R: I know we agreed tonight as an OK time but I just wanted to double-check
before I started, is it convenient for you to carry out the interview tonight?
P: Yeah, fine.
R: Excellent. Can you hear me OK?
P: I can hear you fine, yeah.
R: Brilliant, OK. Erm, bear with me I just need to run through a few things about
confidentiality and that sort of thing before I get through to asking the sort of
questions.
P: Sure.
R: So, just to remind you, the interview is being recorded. What will happen with
that is that as soon as I've written up what you've said, in the form of a 
transcript, the recorded data will be deleted and any identifying information
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will be removed. No one will be able to trace it back to you.
P: OK.
R: You have the right to withdraw at any time in the study. So, even part way
through, if you think “I've had enough!”, do let me know.
P: OK.
R: Equally, I'm asking these questions not because I'm looking for a right or
wrong answer. I genuinely don't know the answer so I'm just trying to get 
information from people to see what might be an answer.
Sure!
R: Also, you can choose not to answer any of the questions that I do ask because
I'm aware that this is quite an emotional thing for some people to talk about 
and if it does bring up emotions, please let me know because by all means, we
can take a break, you can have a few minutes to collect yourself... whatever 
you need.
P: Yup.
R: Excellent, well, are there any questions before I sort of set off really?
P: I don't think so, no.
R: OK. Well, if that's the case, if we just start of with: what would you identify as
intimate partner abuse?
P: Erm, obvious things that anyone would count as abuse: physical abuse... erm,
not being given things that are basic necessities so things like being forbidden 
to associate with your friend. Erm, any kind of trying to manipulate you out of
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the life you had before being a partner. But, I would say also that anytime 
someone uses their position as your partner as a means of manipulation. So 
that would be like abusing their priviledge, or whatever or seeing that that e 
ntiltles them to de-friend you or entitles them to a priviledged position in your 
life to manipulate you doing things you would not do for anybody else.
R: From the way you're talking there, it almost sounds as if there is a subtle
element. You mentioned the word “manipulation” quite a lot.
P: Yeah. Also, everyone has things that they ordinarily, they would draw the line
and say “I would not do that”. And the partner uses their position as their 
partner to make you cross that line then I would say that that's abuse 
because that's not respecting your choice about what you do and don't do. So I 
would include that certainly in partner abuse.
R: That's great as there are the classic ones people mention such as the physical
violence but the more covert ones are quite difficult for people to notice is 
happening.
P: Yes.
R: Moving now more towards your personal experience, can you tell me at what
point you came to identify your relationship as abusive?
P; Erm, it's hard to say really, erm... I'd thought it was dysfunctional for quite a
long time. I think it was in the later stages that I started to see it possibly as (I 
don't think I used the term “abuse” at the time), but inappropriate. So after, so I 
mean in hindsight that I really realised just how much of it sort of was... if I 
could do it over again, I never would of let it happen.
R: But it sounds as if there were different stages there that you mentioned. The
first one was dysfunctional, and now, with hindsight, you can recognise that it
was more towards abusive then dysfunctional but... can you explain to me a
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little bit what “dysfunctional” meant to you at the time and how did you know 
it was “dysfunctional”?
P: I could see that it wasn’t working properly. There were... our communication
wasn't brilliant and things would break down into a sort of emotional 
manipulation rather than properly discussing things. And, things wouldn't be 
resolved on an equal basis. Or even when things seemed to be resolved on an 
equal basis, then something would be brought up that hadn't been brought up 
at the time. Yeah, I often felt that I was being given the answer that was what I 
wanted to hear, that my partner thought I wanted to hear rather than his honest 
opinion. And sometimes that would then be used against me like “well, I a 
Iways thought this”. “Well, why didn't you say so 'cos I was asking for your 
opinion?”
R: So can I just check that you would come back later on down the line and they
had say “well, I wasn't happy about this anyway”.
P: Yes, even though it hadn't been brought up at the time so he would try to paint
me as the manipulator as I was just making him do what I wanted him to do. 
When actually. I'd gone out of my way to try and make sure at the time that it 
was what he wanted to do. And it was impossible to tell if he'd actually 
changed his mind or if that was a back track. Or actually was not speaking out 
his opinion at the time.
R: So there was an uncertainty about whether it was purposeful manipulation or if
it was a changing mind or didn't have enough assertion to say at the time?
P: Yup.
R: How long did that, that sounds like quite a subtle form of manipulation, but
how long did that go on for in your relationship?
P: That probably went on for a good couple of years and some of it, I didn't really
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know. Some of it was things that would be brought up during the relationship 
breakdown stage referring back to things in the past and saying “I never 
wanted to do that anyway”. Erm, it's almost like erm, there was an added 
element of abdicating responsibility to me so that he couldn't be blamed for 
anything that went wrong.
R: Right.
P: If he put all the blame onto me, by not getting involved than it wasn't his fault
when there was a problem. Voluntary non-participation kind of [laughs].
R: How did that play out for you when you suddenly found out that you were
alone in a decision that perhaps didn't work out the way you'd wanted? Kind of 
realised that he wasn't stood by your side on it, what was the impact?
P: Erm, it was stressful and it made me feel uncertain 'cos after the times that it
had happened, I often found myself in the situation where a decision had to be 
made and clearly, I was going to be the only one who was responsible for that 
decision. And yet I had no way of knowing whether that would be perceived as 
the right decision or whether I would then find completely, without any way of 
fixing it whether that was going to be a wrong decision or a decision that 
wasn't going to be agreed with.
R: That sounds like that would've been incredibly confusing actually. And like
you said, left you with a sense of not knowing really what was what.
P: Yes.
R: And thinking back on. I'm aware some people have had more than one abusive
relationship, is that the case for you or in the interview, are you likely to talk 
about more than one partner?
P: Just hold on a second....
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R: For the purposes of this interview, are you going to be referring to the one
relationship that was abusive or will there be more than one?
P: There was only one relationship which was abusive but it’s slightly more
complicated than standard in that part way through, it became a closed three- 
way relationship. So at that point, there was a male partner and two female 
partners. So, yes I'll try and be clear which one I'm taking about.
R: As long as you clarify with me if I get things wrong then that'll be good. So
thinking back on your experience, it may be when it was just with him but it 
may also be when it was a closed relationship with three people, but can you 
identify when the abuse started?
P: Again, it was quite subtle. I think some of the... some of it started... I'm trying
to think now. We had been together for about three and a bit years. Obviously 
we had occasional off points but we did plan to be together at that point. We 
had a period of time where we'd both sort of be unwell in different ways, and 
then we planned to relocate dramatically. After that point, we had someone 
come and live with us as a housemate and responded I guess differently to the 
two of us and that's because of his own history and baggage sort of thing, 
would take friendly reminder instructions from me and would just get on with 
things. And yet, my partner could talk to him about things like washing up and 
things like that that he hadn't done until he was blue in the face and he'd get no 
response. I think that created a sort of inequality between us and our 
relationship and kind of sent my partner into a, well it really sent him into a 
depression phase that took him a really long time to get out of and he didn't get 
out of really until after we'd separated. So, it prompted a... there was a sort of 
mental health deterioration which I would say was probably the start really of 
the abuse and actually made it harder to see for what it was 'cos I would tend 
to give him the benefit of the doubt on the grounds of being depressed. And 
given him a lot more leeway than I would have given him otherwise.
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R: Trying to be understanding and supportive.
P: Exactly, yeah. “I can see why this is happening, I can see why you're in a bad
mood, I can see why you're being irrational”. And it's kind of the tolerance
level crept up and up and up really until it was a case of looking back on it, 
“how? How did I ever live like that?” because it was a sort of incremental 
tolerance increase.
R: I get the image that it was sort of a snowball. It slowly started to change but
then it very quickly sort of... you know, a few years down the line, you didn't 
realise how different it really was.
P: Yeah, exactly.
R: How long were you in the relationship with this guy for if it started around
three years?
P: Yeah, altogether, we were together for around eight years.
R: OK, so a fair while then.
P: Yeah.
R: I know you, creeping back a little bit, bear with me whilst I jump around.
P: Yeah, that's fine.
R: I know you mentioned that it was with hindsight looking back on the
relationship that you could see it was abusive, how did you work that bit out
that it was more than just a bit dysfunctional?
P: It was kind of erm... kind of the notion of looking back and saying “OK. Fair
enough. Some of it you could accept on the grounds of mental ill health” but
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actually it was crossing the line into “that's not acceptable for anybody, I don't 
care who you are”. Erm, and also there were times because he was by nature 
old fashioned chivalrous kind of mindset and when I would see him being 
intolerant in relationships to our acquaintances, a behaviour that I would see as 
“actually, that's not that far from what you're doing” and he wasn't, to the full 
extent, he wasn't realising just how manipulative he was being some of the 
time because it became a behaviour pattern.
R: That's not uncommon what you've just said there. People are not always... it's
not done intentionally in some aspects. Can you tell me... I'm aware you 
identify as hi. Did he identify as hi or was he straight?
P: He was confused and he thought that he might be bisexual but his only
encounter with a male partner had been inappropriate and slightly abusive one.
R: OK. Do you think, if you can cast your mind back to the experiences... to the
problems you had in the relationship, was being bi part of what caused any 
problems for you do you think?
P: I'm not sure that it... it's hard to say that it caused problems but it certainly
gave a mechanism for some of the abusive behaviour because 'erm, I don't 
know for sure if he ever was unfaithful but there were certainly times when 
he'd try to set up an additional person coming to join us by making moves on 
them before talking to me.
R: Right, so it hadn't been agreed previously.
P: Exactly. And I remember from a house party when I sort of came into a room
and he'd said that effectively they had been snogging on the stairs and can she
come home with us?
R: How did you respond to those sort of instances?
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P: I made it clear that it was unacceptable. And that it was mutual or not at all.
But I think it was, my sexuality sort of gave him the leeway to slip into 
behaviour which was inappropriate in any other relationship. Because he, to a 
certain extent. I'm not sure that it was, he did think that he wasn't doing 
anything wrong if he was honest but although he slightly gleefully... Well, he'd 
do it as a “but it's OK 'cos I'm just shopping for a misses” bravado type of... 
kind of thing.
R: He sort of hid behind a kind of lads attitude?
P: Exactly, yeah.
R: But understandably for you it was quite hurtful or very hurtful.
P: Yes.
R: I know you said it was an eight year long relationship and that there was a
shift towards including another in a three way relationship. How do you think 
that played out for you? I know that when you e-mailed, you'd said it'd 
become quite abusive in that triangular relationship. Can you tell me a little bit 
about that?
P: Erm once the other partner came to join us, it settled down for a little while
but...
R: Can I just check, was that an agreed partner?
P: It was... that was, it was a friend who came over to stay and never left. It
started out as just intending for it to be a bit of fun as agreed with everybody 
but very quickly emotional attachments were made and it was a case of well, 
we had to make a choice as to whether we'd pursue it to see where it goes or
not and draw a line under it. And it was fine for a little while but fairly quickly
I would say, it's hard to say it's length in sort of weeks or months or
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whatever, but it seems to me fairly quickly that. I'd say partly because of the 
depression, partly because his attitude that he would get very jealous that I was 
spending more time with her than with him. That he was isolated and that we 
were having a relationship without him. He started to get very paranoid and 
didn't like us spending time together without him. He became quite 
controlling.
R: Yes, and that sort of crept in gradually over time you'd say?
P: Yes.
R: How did he let you know that he was beginning to... was it his behaviours was
it what he said that let you know that he wasn't happy about things?
P: Oh you know, he'd get very verbally bolshy. We'd be sitting on the chair in the
living room. We'd all be sat watching TV or something. He'd be sat in an 
armchair. Me and her would be on the settee just sort of cuddled up, 
relaxed as you do! And, he'd be like “oh! You're getting very snuggly over 
there”. And we'd be just sat together. Alright, we might be sprawling on each 
other but there'd be nothing going on beyond that.
R: I almost get the image of quite a jealous person sort of looking from the
outside in. And how did that... how did the two of you manage him when he 
was like that?
P: It kind of became an us against him sort of relationship. And erm, I don't
remember at what point it happened but we sort of fell into a pattern of almost 
taking it in turns to deal with him so that we could spend time together. And 
even then we never really got the opportunity to spend intimate time together 
that wasn't under the controlling sort of influence of him. I think at times it 
was enjoyable but it wasn't really relaxed. Erm...
R: So it almost sounds as if from every point of the relationship, that you could
252
have with her he was sort of watching it and observing it be it in the lounge or 
when it moved to the more intimate times as you said...
P: Yeah.
R: ...and he would control those as well?
P: Yes, he was very jealous and critical of what we were doing and if he thought
that in any way he was being left out or overlooked then... And that meant that 
we engineered it as such that we always put him first.
R: OK. I mean. I'm aware that one of the ways you mentioned you sort of coped
with him at the time when there was the other girl in the relationship, was 
you'd sort of take it in turns to manage him and sort of placate him I 
guess but how did you manage to cope with the dynamics that were going on 
and perhaps even before the third person came in?
P: Erm, it was... one of the things that was also going on at that time was, which
again in hindsight should never have happened but we'd already planned it so 
we got on with it, was that we got married. And that was mostly for his family 
'cos his grandmother was very ill at that point and we did think we'd be 
together for a significant amount of time and he wanted to get married whilst 
she could still appreciate it. Erm, which was even though I was starting to feel 
that the relationship wasn't... didn't really have long-term sustainability, I went 
with it. And, I think in hindsight, i'd sort of fallen into a pattern of “don't rock 
the boat”, 'cos it would turn into arguments and although he would never 
violate, he was very, very aggressive and loud, shouting aggression if things 
got out of control and sort of storming out of the house. Erm, hitting things, 
putting fists through doors. So, the violence was directed elsewhere. Now, I 
never felt that I was under threat physically but it was made very clear that that 
outburst of aggression was because of me.
R: I'm just thinking about how that can be a very good way to demonstrate to
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somebody you know who’s got the control. It gives quite strong messages.
P: Yeah, exactly. It’s this “I broke this and it’s your fault”.
R: When these sort of experiences happened, how did you kind of get through
them?
P: I am somebody who is naturally a very good mediator. I'm very good at talking
people down. So that's essentially what I did and often it was actually talking 
out what needed to be done but it had to reach a fever pitch before that 
conversation could happen.
R: So was that a pattern that you began to notice?
P: Yes.
R: So it became quite difficult or so bad before he was able to or before you were
able to help have the conversation that needed to have happened?
P: Yes, exactly. And even then, there was no way of knowing whether that was
heard in a reasonable way or whether that would be heard, sticking to his head 
as seeing through the rage kind of... kind of thing. So often, things would seem 
to be sorted at that time but then worse because once things were in his head 
again, he didn't remember it in the same way.
R: Right. That must have been quite difficult... I'm going to ask, not assume. How
was it when you thought you'd gone through the process and had sort of 
patched things up only to then later find that they perhaps hadn't been 
clarified?
P: What it really was, what really stands out for me was that it reinforced the
other pattern that was there in that I had to take the decisions. Because that 
was the alternative and it didn't get anywhere and it was far more unpleasant.
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R: So, can I just check? So, it was far more unpleasant if you didn’t take the
decisions?
P: Exactly. Because the only other alternative was to try and have the
conversations and it escalating into an argument and eventually came to what I 
thought was a resolution we agreed on, taking action based on that and then 
being told that I was wrong. Still wrong.
R: Sort of a catch-22.
P: Absolutely, yeah.
R: As you’re talking, my mind is working quite hard to make sense of it because
it's quite a, quite a complex process...
P: Yes.
R: ...to hear. I can't imagine what that might have been like to live.
P: Yeah, no... it was a [laughs] tough times.
R: Absolutely! I mean, that sort of brings me onto thinking what sort of brought
that abusive relationship to an end?
P: Erm, it got to a point where it was so much him versus me and the other
woman that we were effectively a sort of, erm... it did get to the point where 
we were taking it in terms servicing him in order to keep him under control 
because the more out of control it got, the more the... the more it centred 
around whether or not he was getting sex.
P: It turned into steadily being very focused around sexual manipulation. And, as
I said, then we got married, and that made it worse in some way because then
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he would start throwing things out such as “well, I expect to be able to have 
sex with my wife”. Like this 'wife thing' was someone different to me.
R: Do you think there was a sense of ownership?
P: Absolutely yeah! He thought that because we were married, it was like he had
legitimate rights to my body.
R: The more you describe it, the more it sounds as if the relationship began to
revolve solely around him... placating him so that you and the other woman 
could just be.
P: Yes, it did. The only way was if we maintained, to sort of maintenance level, if
that makes sense [laughter].
R: That sounds quite exhausting.
P: It was, it really was. And how it came to an end was that she'd had enough.
She couldn't handle it anymore. She had had quite bad depression problems
when we first got together and she got out of it partly by having someone 
she cared for and who cared for her. And, she could feel herself deteriorating 
again because of the stress of the relationship so she said she was leaving and I 
said “if it's splitting. I'm going with you!”
R: So sort of she, the thought of her going activated for you perhaps some sense
of reality “well, I can't do this on my own and I care about you so I won't to go 
with you?”
P: It was more a case of “if this is ending, if it's ending between you and him,
then it's ending between me and him too but what we have is still worth 
something”.
R: Right. So there's a real sense that an alliance formed quite strongly between
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you...
P: Yes, absolutely.
R: Through the experiences that you'd had, how did you actually come to
actualise leaving? What was the steps towards that?
P: Initially by that point, we'd been living in a house that we'd bought which was
legally owned by me and her. So, we basically said “it's over, you need to 
move into the spare room. And yes, we'll give you as much grace as you need 
to find somewhere else but that's what we'll do”.
R: How was that received?
P: It was received with a lot of aggression but it was clear that actually, part of
him, he understood that it wasn't working anymore.
R: So, initially angry... how long did it take for him to move out? Was it quite...
P: It was quite quickly actually. Yeah, it started out more often than not that he
would stay on a fidend's couch but then basically, I think when he realised that 
it was definite, it was over, he got himself on the council and got himself a 
home within less than... and got the ball rolling. In the interim period, we also 
ended up with a child. So, in someways, that made it easier for him to get his 
own place as he had to have the facilities to see his own daughter. And in some 
ways, there was the acknowledgement that... there had been the 
acknowledgement that things hadn't been working for a little while and in 
some ways, we were able to say, “we could keep fighting over this, to draw 
a line under it for the kids sake and to sort of bring it to a stop before we really, 
truly hate each other and couldn't co-parent in any way”. So, in some ways, it 
gave a very good way to bring things to an end without serious hatred and 
animosity.
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R: It sounds almost, from the way you’re describing it that there was a rational
process behind it.
P: Once it became clear that it was ending, actually everyone... there was almost
a sort of group sigh of relief that this sort of on-going craziness was over.
R: But it sort of took somebody saying “I have to step out of this”...
P: Exactly!
R: ...for it to be allowed to happen.
P: Exactly, yeah. After, I mean one of things that was really a catalyst for the
female partner to say she'd had enough was around having the kid because it 
became only one room in the house that he was allowed to smoke in (at the 
time, he was smoking a lot of cannabis). He could only smoke in one room so 
effectively he was kind of living in that room because he had a PlayStation set 
up in there. He'd get up in the morning, he'd make a cup of coffee, go in there, 
might come out for a little bit. But, I'd really say I was living on my own. She 
was going out to work. She was the breadwinner and we were living in
separate parts of the house effectively and even after our daughter was bom, 
actually tiying to persuade him to take responsibility for her bearing in mind it 
was in his own house, he left for me to cook, wash up, go and have a shower, 
it was ridiculous. And that was what was really the last straw. She couldn't 
handle supporting him whilst he was doing nothing.
R: And looking back, there was something about it being a particular trigger
when your daughter was coming along that she actually thought “no more of 
this”?
P: No, she was already about a year old.
R: Right, OK. I mean, I'm guessing that as this was all going on that you had
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support in each other; you and the other woman. But, I'm wondering about the 
support you received (if any) since the relationship ended or anything like 
that?
P: Erm, me and the other woman stayed together for a little while after that and
then agreed mutually that we were very good friends. Probably, we shouldn't 
have crossed the line into a relationship but it's very hard when you find a 
connection with someone to know whether or not it should be a sexual 
relationship or a very strong friendship (and we're still best friends). She 
comes and stays at my house every couple of weeks, she's still the second 
mother to our child, we're still very close.
R: So, there's still the support there.
P: Yes.
R: I guess the question is about were there any professional organisations that had
to help you or was that something you felt you didn't need?
P: We didn't, we didn't look elsewhere although we did talk about, particularly
when it came to sorting out things, with him as regards to our daughter, I 
suggested mediation so that we could come to a sort of solid agreement with
the help of a third party. But [laughs] I think in some ways he felt the threat of
having to air his dirty laundry with somebody else as a catalyst to start being 
reasonable; it's quite strange, but...
R: Well it certainly sounds as if, when you both said “it's over”, he was actually
after the initial aggression you mentioned, there was a sort of civility to things.
P: Yes!
R: It makes me wonder about... does he still have contact with his daughter now?
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P: Yes.
R: And how is he towards you?
P: We're actually friends again now which is really strange. It took a while for it...
to get over it I mean, it's one of those things I can't forgive him for and he 
probably feels the same about me but part of it, that comes from that actually 
his mental health problems, his depression, he'd gotten into such habitual 
behaviour that he couldn't get himself well without getting out of the 
involvement with our relationship. And actually, once he'd moved out, he 
actually started to get himself together, much better and now he's I'd say as 
overcome as a depressive every is kind of thing.
R: So there's something about a need for a change in environment for him to be
able to change?
P: Absolutely, yeah! He'd got used to this sort of support structure where he
didn't need to do anything. He'd sort of got away without doing anything for 
himself or anyone else to a certain extent. And whilst that was there, he didn't 
have any need to get off his arse and make his own food, there was no way for 
him to sort himself out really.
R: So he needed for that support to disappear so that he could hit rock bottom.
P: I'm glad that he has because when we first separated, I was quite worried about
whether he'd be safe and reliable enough for her to go to his house.
R: But it sounds as if that was something that...
P: Yeah, it sorted itself out quite quickly actually.
R: OK, considering the experiences you've had, how has erm, how has it
impacted on your life (and this can be positively as well as negatively)?
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P: There's a few instinctive responses that I have which are negative, erm...
which have led on from that I think.
R: Could you give me some examples?
P: I'm... I'm a very touchy feely sort of person. I like physical contact but I now
have problems with my hands being controlled. I don't like my hands being 
held because I feel constrained and that has no real relationship to... there's no 
direct parallel that happened that was abusive in the relationship. But, I'm 
much more conscious of my freedom (if that makes sense).
R: I'm just thinking about what you mentioned about his ownership of your body.
Yes.
R: I'm wondering if that's connected in any way.
P: Yes, and on the positive. I've decided that it's made me much more determined
and confident? “Confident” is not quite the right word for it. I... I'm much 
more outspoken when it comes to something I don't want to do, I will say so. 
Because, in hindsight. I'm so aware of how often I went along with things and 
I just... there are a lot of things I will draw a line under that I am not doing that 
again; that was destructive. Erm, and it probably makes me a harder person to 
live with in some ways [laughter] but I'm much more happier in myself that 
what I do, I do because I want to do it. No one is the master of me.
R: I guess it makes me think that future relationships... you know where your
boundaries are and what you're willing to do and what you're not.
P: Absolutely, yeah.
R: And not prepared to compromise on that understandably.
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P: Yeah, absolutely.
R: I am kind of moving sort of towards the end of the interview but there's a few
questions still so please don't disappear. Do you think bisexual intimate partner 
abuse differs (if at all) from other sexual orientation groups?
P: In some ways no because a lot of it is just, in my experience a lot of it has
been just person-to-person abuse that wasn't necessarily gender or sexuality 
orientated. But I think if you had a partner who liked to stray, who thought 
they could get away with it then being bisexual can make it easier for them to 
do that without actually, really convincing themselves that they're not actually 
crossing a boundary.
R: Do you have any insights into why that might be the case?
P: I think part of it is because of the social, of the socially constructed idea of
bisexual women. This on-going fantasy of two women together they find 
highly arousing and I can understand why. It is a very sexually charged thing. 
And there are certainly times when it briefly felt like he was gleefully
participating in this fantasy thing and something that he knew was also fancy
of his friends and peers. That he was actually living it. I mean, there were 
times when we would go out socially and he would introduce us as “this is my 
wife and this is our girlfriend”. In a very possessive “look at me. I'm living the 
dream” kind of way.
R: Yes. Kind of revealing in that.
P: Yeah, absolutely. Yeah and the other thing is in being bisexual, it... it seems to
be hard for a lot of people to accept it. And finding that someone that did 
accept it, erm when things start going wrong, can make it harder to leave 
because you don't want to loose that understanding. That someone actually 
gets it without thinking “well, you must be one or the other or you're just
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pretending or does that mean you want to have sex with everything that has 
two legs? ” or any of the other stupid stereotypical misunderstandings of being 
bisexual. Someone who understands that actually, it's just like any other kind 
of sexuality you pick and choose, you just happen to like men and women 
[laughter] and it's really no more complicated than that. And that
understanding can be quite a precious thing which I think can make it, just
because of the fear of loneliness in a way.
R: I guess it makes me think of how perhaps, how unaccepted some people have
been if that's such a valuable thing to have.
P: Yeah, oh just silly things like I used to work, I used to work in a bank call
centre and I'm not at all shy about my sexuality but I don't throw it around in 
people's faces and when it came up in a group of my colleagues, the first thing 
one of them said was “do you find me attractive?” Sort of really? Is that all 
you can think of to say? How shallow! And you can tell it was kind of she just 
wanted to ask men if they found her attractive but couldn't [laughter] and it 
was like it was allowed because I was a woman and it was just the kind of 
[sigh] “really?” [laughter] and you just get so sick of that kind of behaviour.
R: So perhaps a lot of assumptions play into people who approach, not just you,
but bisexual individuals who are in a relationship and some of these 
expectations are quite damaging.
P: Yeah.
R: Ignorant as well.
P: Yeah.
R: OK. Using the knowledge, you gained from the experience you had, what
message would you give to other bisexual people who might currently be 
experiencing intimate partner abuse?
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P: Erm, certainly mostly what I’ve just said that that understanding is not
precious enough to compromise yourself. That relationship, yes, relationships 
are always about compromise but that if you compromise yourself, if s very 
hard to go back on. And yeah, don't ever let your partner use your sexuality 
against you.
R: I'm just thinking as you're talking there, some compromises aren't worth doing
and yourself, yourself as a person is not a compromise to make.
P: Exactly, yeah. And not just from a particularly bisexual perspective but in
general, I mean, it's not worth staying in a relationship where... I don't know, 
where you have to complete steps A-C everyday just to keep it under control. 
Just to keep it bearable and if it becomes this thing that you're doing just to 
keep it bearable then it doesn't matter where you are, you can go somewhere 
else and start again and it will be better.
R: Sort of having that belief really isn't it?
P: Yeah, I mean I've always been a very independent person and actually, one of
the things that came out of this was that I'd scared myself about how much of 
my independence I had relinquished without noticing.
R: It can certainly be a bit of a slap as the realisation comes through.
P: Absolutely.
R: The final question I wanted to ask was have I missed out anything you wanted
to say and think is important for me to know?
P: The only sort of other aspect of the abusive relationship that we haven't
touched on is the financial side of it because both when it was just myself and 
him and when the other one was involved, it fell to us to manage the
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household. And he was in receipt of disability benefits and didn't contribute to 
the house. So, it consequently meant that he was spending all of his money on 
well... tobacco, cannabis and computer games mostly. So, he was having lots 
of free money to do what he wished. And we, either I or we had to run the 
household on quite a tight budget with often nothing to spare for little luxuries 
to make life a little easier like getting takeaways once in a while.
R: So he sought of drained the money out of you?
P: Yeah, absolutely! Kind of what's mine is mine and what's yours is ours. Oh
righty! And I mean part of it, I kind of understand partly is because he's very 
bad with money. He's not a sort of money responsible person. So to make sure 
that everything was in place, that everything we needed was there, it made 
sense. And it started out as a fairly equitable way of doing it in that I started 
out with all the household stuff and he paid for the fiin stuff. So, if we went out 
for a drink or to the cinema or whatever or got takeaway, he'd pay for it. But 
then that... that switched to him spending money on selfish purposes. And we
all need selfish purchases, everyone needs them now and then but when he
was the only one who was able to do it...
R: Yes, there's a real imbalance there...
P: Absolutely, yeah.
R: So again. I'm seeing sort of a more gradual, progressive demise, it wasn't a just
one day you're paying for everything but actually it's more of a due to 
circumstance, the paying situation sort of changed.
P: Yeah.
R: I mean, how did that sit with you? Was it something you noticed...
P: It was something I noticed but not, I didn't need to do anything about it
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because I am not a particularly materialistic person. I was brought up in a very 
low income household with a good and solid understanding of how to run a 
house on a low budget and I certainly don’t consider that I've had a deprived 
childhood. I'm quite thankful for the way I was brought up in that that meant 
that when you can buy something for yourself, it was a treat. Money should be 
used thoughtfully and carefully for something which you'll really appreciate 
and will have longevity rather than sort of spending it on a bar of chocolate, or 
whatever. So I'd always been encouraged to sort of save up and get what I 
wanted sort of incrementally. So it was something that was quite, it didn't have 
a negative impact on me in that I couldn't have what I wanted because I'd still 
get my birthday money and my Christmas money sort of and that was what it 
had always been to a certain extent for me. But it did... it created a sort of 
animosity because he was always getting what he wanted.
R: In every way shape and form I'm thinking of.
P: Yeah, to a certain extent. And yet, because of the emotional manipulation, he
was always getting what he wanted but it was never enough. There was 
always some way in which it wasn't right.
R: And were you made to feel that that was your responsibility?
P: Yeah... it was impossible... it was kind of impossible to get through to him that
it should be a partner in all things, a joint responsibility because I was given 
the responsibility whether I wanted it or not.
R: Right, yeah. It's certainly an interesting twist... which I can imagine would
have been quite difficult to grapple with at the time.
P: Yup.
R: Thank you for raising that one as it sounds as if that certainly was an added
element to the relationship and dynamics.
266
P: Yeah, exactly 'cos it left him in a financial position where he could do what he
wanted socially to a certain extent, he could go out for a drink with his 
friends, or get the latest computer game and invite his friends round. Which 
gave him another reason to live in the front room in front of the PlayStation, 
smoking and kind of absenting himself... he was absenting himself from the 
household but still dependent on it.
R: Yes, but not putting anything in.
P: Even to the point where we'd pretty much not sight him. He'd get up after she
left for work. Spend the whole day in the front room. Erm, if he went out to a 
friend's house, then he'd quite often not be back till very late. And then not 
having done anything in the house or having any interaction with us at all, 
except when he was coming through to use the toilet or to make himself 
another coffee, would then expect for us to do for him in the bedroom.
R: That's the picture that I'm getting in my mind that the only interaction was
based around sex.
P: Yup! And even to the point where it was being turned round the other way in
that “if I'm not getting what I want in the bedroom, why should I do anything 
for you?”
R: So the only thing he was doing was part of... he then used that...
P: Yeah!
R: ...as further manipulation to get what he wanted.
P: Yeah.
R: Gosh, OK, right. You've given me an awful lot to think about [laughter]
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P: [laughter] I hope it's useful.
R: It is useful. You're adding different twists which haven't come up which is very
useful.
P: That's absolutely the point of it.
R: Absolutely so thank you so very much for taking the time this evening as I'm
aware your sister's around.
P: Yeah, no, that's fine.
R: I really do appreciate.
P: I was going to say, if you want further clarification on any of the things we've
talked about. I'm more than happy for you to get in touch again.
R: Thank you! That's really kind of you to offer.
P: If you need to ask any more questions, that's not a problem.
R: And equally, if anything pops up further down the line where you think “I
wish I'd said that” or “I want to withdraw that piece of information”, please do 
let me know. But otherwise, I wish you all the very best for the future that you 
have and thank you once again for taking the time this evening, it's really 
appreciated.
P: I hope it goes well.
R: Thank you! Take care, bye bye.
P: Bye!
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